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THE SOCIALIZATION OF RETARDED CHILDREN 
IN AN INSTITUTION* 


Robert A. Dentler, Ph.D. 
Bernard Mackler, M.A. 


INTRODUCTION 


In Goffman’s terms, a state hospital and 
training school for mentally retarded chil- 
dren is one type of “total institution’: A 
residential institution within which specially 
defined persons are grouped or aggregated 
for special purposes, and where customary 
divisions between the sleep, play and work 
patterns common to non-institutional life in 
communities are reorganized into scheduled 
uniformities. As Goffman notes, 


Total institutions . . . are social hybrids, 
part residential, part formal organization, 
and therein lies their special sociological in- 
terest. There are other reasons... for being 
interested in them, too. ... Each is a natural 
— . . . on what can be done to the 
self. 


This paper reports on the manner in which 
aides in one state hospital and training 
school for retarded children socialize newly 
arrived children toward the adoption of in- 
stitutionally acceptable patterns of behavior. 
By socialization is meant the process by 
which the children are trained toward com- 
pliance with the demands made by agents in 
a particular environment. The analysis is re- 
stricted chiefly to the period covered by the 
first two months after entry into the insti- 
tution. It is also restricted to consideration 
of what will here be defined as socialization 


*This research was supported in part by a grant 
from the Graduate Research Fund of the University 
of Kansas. The authors are indebted to Leland Mil- 
ler, Max Siporin, Robert Sommer, Bernard Farber, 
Joseph Spradlin, Ross Copeland, and Charles War- 
riner for their comments and suggestions. 


1. Erving Goffman, “Characteristics of Total In- 
stitutions,” in Symposium on Preventive and Social 
Psychiatry (Washington, D. C., Walter Reed Army 
Institute of Research, Medical Center: Government 
Printing Office, 1958), p. 48. 


Dartmouth College 
University of Kansas 


toward compliance with management and 
interpersonal, in contrast to academic and 
medical, routines. Both sociologically and 
practically, the problem of institutionaliza- 
tion is “a most crucial one because it bears 
not only the problem of the effects of en- 
vironmental change on performance and po- | 
tential but on one of our society’s major ways 
of handling . . . mental retardation.”? The 
main questions addressed in this report are: 
(1) What routines of management are em- 
phasized by aides in the institution, and how 
are these implemented? (2) What are some 
of the effects of institutional socialization on 
the interpersonal relations of children? 


RESEARCH PROCEDURES 


State School was selected for investigation 
for two reasons. First, State School is re- 
garded by experienced practitioners in this 
special domain as a relatively “optimal” in- 
stitution. Its physical plant, the qualification 
of its staff, its aide training program, and 
its research program, have gained national 
attention for their excellence. Few state in- 
stitutions for retarded children in the nation 
are considered superior to State School by the 
practicing professions. This provided some 
basis for assuming that, while no single in- 
stitution could be representative of others, 
practices of aides at State School could not 
be attributed in some judgmental fashion to 
limited resources or ‘“‘poor” standards. Sec- 
ondly, the arrival of a group of new children, 
all assigned to a newly constructed cottage 
managed by experienced aides, offered a 
novel opportunity to study institutional so- 
cialization. 


2. Seymour Sarason, Psychological Problems in 
Mental Deficiency (New York: Harper & Brothers, 
1959), p. 626. 
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The 29 new boys, inhabitants of Cottage 
X, arrived at State School within a few days 
of one another. They ranged in age from six 
to 12, with a mean of 9.6 years. Their mean 
IQ was 56, and all were classified tentatively 
by the staff as educable. Four fifths of the 
boys were diagnosed as exhibiting no note- 
worthy central nervous system pathology. 

The boys and aides in Cottage X were ob- 
served by the authors for three weeks. Every 
hour of the day was observed, with emphasis 
given to the waking periods. The authors 
stationed themselves in corners of rooms, 
tagged along to meals, to the playground and 
the gymnasium. Most of the boys ignored the 
observers after the first two days, but about 
one-third of them persisted with efforts to 
involve the “non-participating’”’ observers in 
reading or writing mail to parents, in shar- 
ing in games or secrets, and in unelaborated 
physical contact. Thus the informal social re- 
lations of the boys were not left untouched or 
unaffected. A code for classifying observa- 
tions was adapted from the scheme developed 
by Spiro,? who studied children in an Israeli 
Kibbutz. But observation was only partially 
systematic. Unique incidents, unanticipated 
types of interaction, and general insights 
were tape recorded together with as exhaust- 
ive a report on mundane matters as could be 
recalled immediately after leaving the cot- 
tage scene. More exact observations were also 
secured. These are reported elsewhere.* 

To investigate the question of the effect of 
institutionalization on the interpersonal re- 
lations of the children, the authors devised 
sociometric tests that these children appeared 
capable of taking. Each child’s photograph 
was mounted on a large but portable board 
with pins. The photographs were arranged 
randomly in six rows of five columns. At the 
close of their third week of observing, the 
authors established rapport with each child, 


3. Melford E. Spiro, Children of the Kibbutz 
(Cambridge: Harvard University Press, 1958). 


4. Robert A. Dentler and Bernard Mackler, “Ef- 
fects of Sociometric Status of Institutional Pressure 
to Adjust Among Retarded Children,” submitted 
to Child Development; and Robert A. Dentler and 
Bernard Mackler, “The Porteus Maze Test as a Pre- 
dictor of Functioning Abilities in Institutional Re- 
tarded Children,” Journal of Consulting Psychology, 
in press. 


one at a time, and administered the follow- 
ing questions in the privacy and comfort of a 
cottage bedroom: 


Which boys would you most like to play 
with in the Day Hall? 


Which boys would you not like to play 
with in the Day Hall? 

Which boys would you most want to be 
(like) ? 

Which boys would you most like to work 
with in cleaning up the cottage? 


The children responded with pleasure and 
apparent understanding to these questions. 
A minimum of three choices were elicited on 
each criterion.’ Two weeks later, these socio- 
metric questions were administered again. 
The arrangement of the pictures was changed 
and the tests were administered not in the 
cottage but in the hospital research unit. 


ORGANIZATIONAL CHARACTER 


State School may retain children against 
their will; yet, unlike state mental hospitals, 
State School is subject, under varying legal 
conditions, to the continuing agreement of 
parents or guardians. The terms of entry and 
release are more flexible than those common 
to institutions for adults. Children at State 
School may be released temporarily to vaca- 
tion at home or undertake treatment or edu- 
cation elsewhere. A few are allowed access 
to the surrounding community. This flexibili- 
ty is somewhat limited by the fact that, under 
law, entering children are defined as incom- 
petent minors. This status naturally intensi- 
fies the custodial responsibility of State 
School. 


The primary, manifest functions of State 
School are management, treatment, rehabili- 
tation and education. As studies of other 
types of total institutions have demonstrated, 


5. As a small internal check, we included the 
picture of a boy who did not live in Cottage X. 
Each child was asked to point to the picture of the 
boy who “Does not live in your cottage.” Three- 
fourths of the children identified this picture cor- 
rectly. Incidentally, children were invited to point 
to their choices, eliminating the problem of un- 
scrambling a verbal response. 
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these functions are somewhat incompatible.® 
Efficient custodial care, for instance, mili- 
tates against achievement of educational ob- 
jectives. State School has changed during the 
last decade from a relatively single-purpose 
custodial hospital for adult epileptics to a 
multiple-purpose institution. In the course 
of improvements in physical plant, reduction 
in patient load from one thousand to about 
three hundred, and of changes in external 
relations between the institution and the 
state, State School staff members have given 
increasing priority to rehabilitative and edu- 
cational goals. In spite of this marked change, 
as Zald has noted about other institutions: 


The actual degree of dominance of one 
goal over another is not wholly determined 
by the chartering agents. Even if they were 
to specify quite precisely the relative empha- 
sis upon goals that were to be expected, the 
organization might not be able to realize this 
goal ratio. Depending upon its resources, 
structure, personnel, and clientele, the insti- 
tution might be more or less successful in at- 
taining its goals. . . . The existence of the 
two major goals of custody and rehabilita- 
tion heighten the possibility of conflicting oc- 
cupational role groups and the development 
of conflicting policies.’ 


The organizational dilemma of incompat- 
ible goals is complicated by the contrast be- 
tween bureaucratic structure ( or what Goff- 
man refers to generically as formal organi- 
zation in total institutions) and informal re- 
lations as these emerge wherever aggregates 
of persons eat, work, play and sleep in close 
extended proximity. State School constitutes 
a bureaucratic structure. It operates within 
a legally and administratively prescribed con- 
text of specialization, a hierarchy of author- 
ity, a system of rules, and with relative im- 
personality. Defined as patients, children at 
State School are expected to learn to behave 
in terms of rules established by the leader- 
ship within this structure. Blau has observed 
that: 


6. Erving Goffman, op. cit. See also Gesham Sykes, 
Society of Captives (Princeton: Princeton Univer- 
sity Press, 1958); Meyer Zald, “The Correctional 
Institution for Juvenile Offenders: An Analysis of 
Organizational ‘Character’,”’ Social Problems, 8 
(1960), 57-67; and Ivan Belknap, Human Problems 
of a State Mental Hospital (New York: McGraw- 
Hill, 1956). 

7. Meyer Zald, op. cit. pp. 58-59. 


Bureaucracy, then, can be defined as... 
an institutionalized method of organizing 
social conduct in the interest of administra- 
tive efficiency. On the basis of this defini- 
tion, the problem of central concern is the 
expeditious removal of the obstacles to ef- 
ficient operations which recurrently arise.® 


Other functions are performed at State 
School but the primary task of the institu- 
tion is the maintenance of efficient, safe rou- 
tines for the management of patients defined 
as incompetent minors. State School has 
little if any difficulty achieving this objec- 
tive at the level of the staff. The physical 
plant is relatively adequate, communication 
facilities are excellent and lines of authority 
established. From the point of view of the 
institutional functionary, the critical ob- 
stacles to efficient operations are various 
behavior patterns of patients. 

Patients may be treated by nurses, psy- 
chologists and physicians, educated by teach- 
ers and ministers, and rehabilitated by a 
variety of therapists, but their day to day 
and night to night behavior is managed by 
residential cottage aides. The initial task of 
the aides is to prepare the new patient for 
accommodations to the institution. From the 
point of view of the professional staff, re- 
habilitation becomes possible principally 
when this accommodation has been achieved. 
Initially, therefore, virtually all interaction 
between staff and children is mediated by 
cottage aides. When a child in Cottage X was 
diagnosed by a psychologist, for example, 
the psychologist’s secretary telephoned an 
aide at the cottage. The aide made an ap- 
pointment note and, at the appropriate hour, 
called the child from his room, the cottage 
lounge or the play area, and walked him to the 
hospital office of the psychologist. After his 
hour in the hospital, the child was picked up 
by an aide and returned to the cottage. Later 
in his institutional career, the same sequence 
of events occurs, but the child is directed to 
make his own visit and return from the hos- 
pital to the cottage. 

The managerial responsibility of the cot- 
tage aide during the first two to three 
months after a child’s arrival is very extens- 
ive. It includes all aspects of the manage- 


8. Peter M. Blau, Bureaucracy in Modern Society 
(New York: Random House, 1956), p. 60. 
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ment of sleep, play, eating, participating in 
cottage cleaning and limited work routines, 
toilet and bath and dress habits, assistance 
with communications between child and fam- 
ily, discipline and superficial medication. Ad- 
ministrative regulations embrace these do- 
mains of responsibility, and the department 
of nursing bears the burden of maintaining 
periodic as well as emergency supervision. 
Exclusive of scheduled contacts with indivi- 
dual staff professionals and the preparation 
of meals, however, the context of life in the 
early months is totally established and man- 
aged by cottage aides. 


ROUTINES AND SOCIALIZATION 


During the period of socialization, only a 
very few persons other than aides entered or 
left the cottage X. Nurses made periodic 
rounds. All but one of the nurses concentrat- 
ed exclusively during the visits on the paper 
reports, prepared by the aides, on tap at the 
aide desk inside the entry hall of the cottage. 
The one nurse paused sometimes to interact 
with the children. A recreation therapist 
stopped at the cottage to pick up groups of 
children for trips to the gymnasium. And on 
four occasions during three weeks, older boys 
from other cottages entered Cottage X to 
carry out housecleaning assignments. Ex- 
cerpts from the notes convey an impression 
of the nature of the daily routine: 


Two aides were on duty at all times. They 
woke the children, who sleep two to a bed- 
room and four to a bedroom in some cases, 
at 5:50 a.m. From 6:00 to 7:00, the aides 
helped the children wash, toilet, dress, and 
make their beds. At 7:00, the aides lined the 
children up in pairs at the front door of the 
cottage and directed them at a casual pace 
to the cafeteria. Shifts at the cafeteria are 
so arranged that no more than two cottage 
groups eat together. Inside the cottage, aides 
directed the boys into the television lounge, 
where they watched cartoons. 


Between 9:00 and 9:15 a.m., the aides 
opened one of the toy closets in the day hall. 
Eight of the 29 boys moved out of the TV 
lounge and into the day hall. There was much 
drifting of boys between the two rooms. In- 
fractions were frequent at this time; and in- 
dividual boys were disciplined by being sent 
to their bedrooms. The drifting within the 
cottage continued until 10:00. 





The chief aide assembled the boys in the 
day hall at 10:00. Each boy was told to take 
a chair at a table. The aide said, “Now it is 
time to have a talking session. Who remem- 
bers what we learned yesterday at the talk- 
ing session?’ M’s hand went up. The aide 
said, “No, M told us what we learned the 
last time I asked. Who else knows?” G made 
a stab at an answer. Aide said, “No, that’s 
not right.” (I had attended yesterday’s Talk 
Session but could not recall what had been 
learned, either). J tried. Aide said, “No, 
that’s not right.” 


Four more children tried answers. Aide 
then outlined what we had learned: ‘First 
we learned no kicking and no pushing. Then, 
we learned we shouldn’t go into the rooms of 
any other boys or bother their belongings. 
These are what we learned. Now we will have 
some cookies, because IC got some in the 
mail.” ; 


LB got a box out of the toy cupboard. Aide 
opened it and LB moved about the room giv- 
ing each boy a cookie. The waste basket was 
set by aide in the center of the room. Aide 
said, “Take one piece and say thank you to 
L as he comes past.” 


The boys sat quietly at the tables. Aide 
said, “Ah, that is good. You are all learning 
to sit nicely and quietly in here. Now we will 
have our new thought for today. Our new 
thought is that we should have no wrestling 
or playing in the television room. We should 
play only in the day room. Can you remem- 
ber that?” 


The second aide entered and removed four 
boys—“For Music.” They were sent to the de- 
partment of music therapy. At 10:10, the 
chief aide said, “Keep in your seats and be 
quiet now. We’ve got about four minutes left. 
Sit down there now. This lasts until 10:15. 
Now who can tell me what we talked about 
that is new this morning?” The procedure de- 
scribed was repeated identically. 


At 10:15, aides directed the boys to the 
TV room. The set was turned on, this time 
to a soap opera. Drift between TV room and 
Day room continued and much disciplining 
was necessary. Non-conformers were pun- 
ished by being sent to their bedrooms again. 
(On some days the children were allowed 
out of doors at this time in the morning to 
play on bikes, wagons and scooters.) 


At 11:30 the children washed and dressed 
for lunch. They got ready for and walked to 
the cafeteria just as for breakfast. 


After lunch, from 1:00 to 4:00, activities 
were diversified for the first time. Some 
children were sent to professional depart- 
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ments for evaluation, treatment, or classifi- 
cation. Others took naps for two hours, then 
played perfunctorily around the cottage. 


At 4:30 the boys got ready for dinner. 
They washed up, toileted, then sat and watch- 
ed TV or played in the play room. At 4:50, 
they walked (casually) in pairs to the cafe- 
teria, eating and returning to Cottage X at 
5:45. They took showers and assisted in 
cleaning the cottage rooms from 6:00 until 
8:00. They sat in the Day room or watched 
TV for 45 minutes. Then they were seated 
at tables in the Day Room and given crackers 
and milk. 


Contacts during the day with non-Cottage 
personnel included: three nurses on their 
rounds, one minister who came to observe 
for an hour, recreation therapist and cafe- 
teria food servers. 


HOW SOCIALIZATION IS CONDUCTED BY AIDES 


The critical demands of the institution, 
during the initial phase of socialization, were 
for conformity to routines, fulfillment of 
instructions from aides, and minimization of 
conflict with peers. 

Management involves physical protection 
and “time filling.” As the outline of the sche- 
dule suggests, blocks of time each day are 
unoccupied during the first three months 
after arrival. One task of the aide is to oc- 
cupy this time. As Goffman has observed, 


In the inmate group of many total institu- 
tions there is a strong feeling that time spent 
in the establishment is time wasted or de- 
stroyed or taken from one’s life; it is time 
that must be written off. It is something 
which must be “done” or “marked” or “put 
in” or “built” or “pulled.” ... As such, this 
time is something that its doers have brack- 
eted off for constant conscious consideration 
in a way not quite found on the outside. ... 
Harshness alone cannot account for this 
quality of life wasted. Rather we must look 
to the social disconnections caused by en- 
trance and to the usual failure to acquire, 
within the institution, gains that can be 
transferred to outside life—gains such as 
money earned, or marital relations formed, 
or certified training received.® 


Young children with mental ages between 
two and ten do not define their life situation 
this way. The children did not “mark time.” 


9. Erving Goffman, op. cit., pp. 62-63. 


Some had been separated from their parents 
with the expectation that they would be go- 
ing to school, and as unintentional school 
failures in their communities, this was a 
powerful incentive. But for two months, no 
classroom experience was presented. One boy 
faced each day with the remark, “Today I go 
to school.” Two or three times daily he would 
attempt to leave the cottage. Retrieved, he 
would explain, “I am going to school.” 

For the aides, who attended to the clock 
closely in scheduling events for the children 
and in waiting for their changes in shifts, 
management was a matter of socializing the 
children toward increased control. The cues 
employed were simple. They were repeated 
endlessly. Summed up they were, “Don’t 
make noise, don’t get into trouble, don’t get 
into fights, just be quiet.”!° In achieving 
these controls, the primary techniques were 
deprivation and seclusion. If a boy did not 
“mind the aide,” he was deprived in accord- 
ance with the extent of the deviation. Toys 
were taken away and locked up for a fixed 
period of time. Or the child was sent to his 
bedroom, or placed on a chair in a corner 
of an unoccupied lounge, or made to sit or 
stand on the “Naughty Bench,” a stone settee 
that ran along one wall of the TV lounge. 
When a child was disciplined, the particulars 
of his infraction and the discipline taken were 
written on pink slips, to be circulated among 
staff departments and then filed in the 
child’s records. Here are excerpts from the 
pink slips filed by aides: 

8:10 p.m. H restricted to his room for 30 


minutes for pulling down S’s pajamas. Taken 
off restriction at 8:40. 


One day restriction: L would not stay in 
his room during nap time. D was crying and 
L went to his room and told him to shut up. 
Aide warned him several times, but L ig- 
nored this. D was crying for his mother. 


B was told to stay on a restricted walk 
while on wheel toy. When he disobeyed, B 
was taken to room and kept there for 20 
minutes. After release, B slipped out of cot- 
tage without coat and cap, was brought in 
and set (sic) on chair for 15 minutes. 


10. That silence is valued at other state schools 
is suggested by a fictional yet documentary auto- 
biography of a cottage aide in a state training 
school for the retarded. Martin Russ, Half Moon 
Haven (New York: Rinehart, 1959), p. 27. 
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The most severe technique was placement 
in the “psychiatric unit,’’ a closed ward for 
“disturbed children,” for a fixed period of 
time. For example, “M was placed in psy- 
chiatric unit at 5:30 p.m. for putting water 
in O’s hat, then throwing this water all over 
O’s bed and floor.” 

In addition to deprivation and seclusion, 
physical directives were used. For example, 
children described in their medical records 
as enuretic were wakened periodically about 
every hour and a half throughout the night 
and escorted by an aide to the toilet. Accord- 
ing to a night aide, ‘““No matter how careful 
we are, darn it, two or three of them wet or 
soil their beds anyway.” 

Rules were abundant and closely enforced. 
As Sykes" has noted of guards in prisons, 
aides have but a small number of privileges 
to mete out. Thus they tried to make privi- 
leges out of gratifications children customar- 
ily take for granted. Watching television was 
thus defined as a privilege in Cottage X. 
Efforts were made to limit periods when 
the set would be turned on. If the noise level 
seemed too high in the cottage, the set was 
turned off. Eating crackers and milk was 
made into a privilege, as was receiving the 
mail, playing with the wagons and bicycles, 
and listening to the phonograph. 

To increase their stock of privileges, aides 
also delegated authority. Boys were chosen 
to sweep the hall, run messages, go to get 
the mail, and so forth. This was the aide’s 
most powerful resource. But, only one fourth 
of the boys in Cottage X were capable of 
completing “trustee-type assignments,” and 
these tended to be the boys least in need of 
socialization. Some aides employed physical 
affection as a reward. Conforming children 
were spoken to, hugged, petted, or played 
with briefly. This tactic became confused 
insofar as the children differed greatly in 
their degree of affective dependency. Dem- 
onstration of affection was difficult to ration 
selectively. Some children took it from aides 
by hanging close by or pressing close, others 
got it by provoking reactions. Other avoided 
these forms of aide contact. Finally, aides 
regarded drugs as control agents. Aspirin as 
well as thorazine and other “tranquilizers” 


11. Gresham Sykes, ep. cit., pp. 53-54. 


were believed to improve greatly the chances 
of developing a quiet, well behaved cottage. 
Upon the agreement of the professional staff, 
children in Cottage X were not placed on 
drugs during the course of our observations. 
Toward the close of the second week, aides 
began to resent this agreement. They felt 
their capabilities for improving control had 
been reduced substantially. Indeed, observa- 
tion was cut short by a request from the med- 
ical department that drug programs be intro- 
duced at once. 


To convey something of the quality of 
socialization in action, two fragments of ob- 
servations are presented : 


At 7:00 p.m., the children finished clean- 
ing up the cottage, clean-up being the pri- 
mary privilege extended on Home Night. The 
aides directed all but seven of the children 
to the TV lounge and to seats along the walls. 
Soon, individual children took chances at 
entering the center floor area of the lounge. 
They were controlled from the aide’s desk. 
Aide C would call out, “Get back in your 
chair,” “Get your feet off the chair, you,” 
“Get back in your chair,” “Go stand in the 
corner—you know you must stay in your 
chair,” and so forth. Three corners of the 
lounge were used as punishment centers. At 
7:40, one child, G, began to slump into sleep 
in his chair. The aide called out, ““G, you get 
up here and go out and wash your face with 
water and wake up. It’s not bedtime yet.” 


At 6:50, the aide said, having seated the 
children around the walls in the TV lounge, 
“If everyone is quiet now, we'll watch a little 
television.” There was a brief uproar of glad 
approval from the boys. The aide walked to 
the set, hesitated till a silence came over the 
group, and then switched on the last ten 
minutes of a western, “The Rebel.” For the 
next half hour, no more than four boys 
watched the TV screen at any one time. All 
other boys spent their time watching one an- 
other or the aide at the desk. At 7:05, child 
M came over and touched my mouth and 
chin and throat very gently and looked care- 
fully at me. Aide C interrupted this at once: 
“Get back to your chair, M, at once!” M re- 
turned to his chair and began to cry loudly. 
Some of the boys around him began to mock 
his crying. 


Figure 1 illustrates an aspect of the pro- 
cess of socialization through disciplinary ac- 
tion. Aide’s pink slips reporting infractions 
of children and disciplinary action for two 
comparable time periods were summed in 
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units of weeks for the 26 out of 29 boys who 
remained in State School for more than one 
year. The first period comprises the first 
thirteen weeks after the 26 had entered Cot- 
tage X. The second period consists of thirteen 
weeks in a comparable season of the follow- 
ing year. The points on the graph reflect dual 
behavior; namely, violations of cottage rules 
and disciplinary acts. Disciplinary acts by 
aides were not always responses to miscon- 
duct, however, as aides could define behavior 
as deviant or ignore it. Certainly, the two 
events were mutually interactive. The graph 
is interpreted here as representing trends in 
degree of pressure exerted by aides in main- 
taining control. 

Pressure was most extreme during the 
first three weeks. In the fourth week, drug 
programs were initiated, and pressure was 
relaxed. This initial degree of pressure was 
never reintroduced, but the trend from the 
eighth to the thirteenth week suggests that 
disciplinary pressures were intensified peri- 
odically. An equilibrium was never achieved, 
but the data from the 1961 period suggest 
that sufficient control was established so that 
the degree of pressure became consistently 
lower. After one year, a level of control was 
realized under which most children appeared 
quiet, subdued and conforming. In the initial 
phase, for example, one boy received more 
than 13 per cent of the total number of pink 
slips, and the mean was 7 per child. A year 
later, two boys among the 26 received 47 per 
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cent of all the pink slips, although the mean 
declined to 3 per child. There is some consist- 
ency over time in which individual boys were 
and were not disciplined. The correlation be- 
tween ranked totals for the first and second 
periods is .34 (p< .05). Among the four boys 
disciplined most frequently in the second 
period, however, only one received more than 
average punishment in the initial period. 


INTERPERSONAL RELATIONS AMONG CHILDREN 


How were the socialization processes and 
the social behavior of the children in Cottage 
X interrelated? What were the social conse- 
quences for the children of adaptation to this 
new life situation? The instrument for ex- 
ploring this question was sociometric choice. 
It was assumed that the status structure of 
any group is indicative of the values endorsed 
by the group; that structure is built around 
a reward system for conformity to norms; 
and that the choice status of individual mem- 
bers may be used as an index of social ac- 
ceptance and of what is valued by the mem- 
bers. These assumptions echo the theory de- 
veloped by Riecken and Homans.!? 

In a previous report, the authors presented 
an analysis of the correlates of individual 
sociometric status.!* It was found that, initi- 
ally, the boys with highest choice status 
among the children received the most fre- 
quent disciplinary restrictions. In the second 
month after arrival, however, the status 
structure changed. The boys who gained most 
in status were those who showed the greatest 
reduction in frequency of disciplinary action. 
The evidence from analysis of individual 
choice status supported the conclusion that 
the boys in Cottage X adapted progressively 
to institutional life through incorporation of 
the norms imposed by cottage aides. Rewards 
of status from peers were given increasingly 
to those boys who conformed with all rou- 
tines or rather who stayed out of trouble. As 


12. Henry Riecken and George W. Homans, “Psy- 
chological Aspects of Social Structure,” in Gardner 
Lindzey, ed., Handbook of Social Psychology, Vol. 
2 (Cambridge: Addison-Wesley, 1954), pp. 786-832. 


13. Robert A. Dentler and Bernard Mackler, op. 
cit.—first paper named in reference 4. 
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these were the boys with minimal capabilities 
for effective action, that is, the most apa- 
thetic and retarded, the correlation between 
mental ability and declining status was ex- 
tremely significant. 

Friendship ties or mutual preferences are, 
like choice status, meaningful indicators of 
interpersonal relations. The emphasis on who 
is over or underchosen, however, is replaced 
with an emphasis on the degree to which in- 
dividuals are contained in or excluded from 
one or more subgroups and the degree to 
which a network of social sentiments has 
developed. A greater than chance number of 
reciprocal choices suggests that a group has 
developed solidarity. A lower than chance 
number suggests that barriers to interaction 
exist which reduce exchange of sentiments 
among members. 

In Figure 2 is presented a target type dia- 
gram of the sociometric structure of mutual 
relations between the 29 boys in Cottage X 
in the first month. The quadrants of the tar- 
get contain boys grouped by level of function- 
ing ability. The three bands of the target 
reflect level of individual choice status, with 
the most overchosen boys located in the inner 
circle and the most underchosen in the outer 
circle. Figure 3 is an identical diagram based 
on sociometric responses in the second month. 
In both figures, the lines represent mutual 
ties or reciprocal choices between individuals. 


FIGURE 2 SOCLOGRAM OF COTTAGE X, FIRST MONTH 
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FIGURE 3. SOCLOGRAM OF COTTAGE X, SECOND MONTH 
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The single most important datum of this 
study consists of the extreme contrasts be- 
tween the structure of interpersonal prefer- 
ences in the two time periods. Using the 
three criteria of playmate, work mate, and 
identification preferences in a composite 
fashion, 45 mutual preferences occurred in 
the first month and three in the second. 

Using the probability model recommended 
by Katz and Powell,'* Cottage X boys appear 
to have developed interpersonal ties in the 
first month that were greater than would be 
expected by chance. Figure 2 thus depicts a 
group structure that approximates a sta- 
tistically expected structure. Figure 3, using 
the same model, is .02 points distant from the 
most extreme deviation from chance obtain- 
able under conditions set by the choice ques- 
tions. The extent of interpersonal reciproca- 
tion, in other words, is extremely close to 
the absolute and to probabilistic minima. 
There are fewer reciprocal choices than 
would be expected by random choosing alone. 

The contrast may be interpreted as evi- 
dence of avoidance learning. This process 
underlay the socialization practices and was 
witnessed frequently. The development of 
friendships depends on opportunities for so- 


14. Leo Katz and James H. Powell “Measure- 
ment of the Tendency toward Reciprocation of 
Choice,” Sociometry, 18 (1955), 659-664. 











cial interaction. For sentiment to develop, 
activities must be shared. Under the condi- 
tions imposed by aides, such activities be- 
came, over time, occasions for deprivation 
and seclusion. For example, here are illus- 
trative excerpts: 


A new aide replaced Mr. Y this evening. 
While he was being introduced to a nurse 
and to the other aide, several boys, noting 
that the aides were not in direct control, be- 
gan to wrestle playfully and teasingly near 
the TV lounge. P, who initiated this play, 
was observed by the old aide and placed for 
ten minutes in a corner of the lounge with 
his face to the wall. 


J and R were sitting on a couch watching 
TV. W was sitting with O nearby. J began 
to talk to R. Aide N said, “Hey, hush up.” 
S and K were also seated together. On TV 
a western film was showing. About half the 
boys were watching it. Whenever any boy 
talked, Aide N said, “All right, guys, get 
quiet.” J got up and came toward O. Aide N 
said, “OK J, get up on the naughty bench 
and don’t say a word.” M had already been 
assigned to the bench. Soon J began to try 
to play with M. Aide N said, “I told you to 
get up there so you would stay out of trouble 
—and there you go again.” 


K and G were playing, talking and giggling 
in the hall. Aide N said to them, “Keep still 
now.” S and SY began playing with two 
small rubber balls that S brought out of his 
room into the corridor. They bounced them 
cautiously up and down for a moment. Aide 
N said, “You don’t play ball in here. You 
know that.” The activity stopped at once. 


B moved across the TV lounge and talked 
to me. Thereupon Aide B told him to sit 
down, face forward, and “put your feet on the 
floor.” 


The change from the first to the second 
month reflects not the total absence of pref- 
erential interaction but the introduction of 
caution into social relations, the extreme re- 
striction of what Moreno terms social ex- 
pansiveness. The number of choices made de- 
clined from 308 or about 10 per child to 101 
or about 3.5 per child in the second phase 
(although the instructions were the same 
each time and included an effort to obtain 
at least 9 choices per child). 


DISCUSSION AND CONCLUSION 


This research was conducted as an explor- 
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atory field study; findings are intended as 
material through which to generate hypoth- 
eses for further research. They pertain to 
the early phases of institutional socialization, 
to educable retarded children under 13 years 
of age, and to what was observed and meas- 
ured in only one cottage in one institution. 


The authors suspect that the latent func- 
tion of the initial socialization process is to 
reorganize the self of the newly arrived 
patient. Through severe initial control over 
interpersonal relations among the children, 
the social responses brought in as part of 
the presenting culture are broken down. The 
result is a child obliged to accept peer as well 
as adult relations on terms specified com- 
pletely by the institution, at which point the 
colonized patient may be rehabilitated. 


From observing “Old Boys” briefly, the 
authors speculate that the system succeeds in 
fulfilling its objectives. The basic routines, 
once established, especially among the edu- 
cable patients, are maintained indefinitely. 
Patients generally are prepared to re-enter 
the outside world with improved manners 
and greater independence in the tasks of eat- 
ing, bathing, and the like. Furthermore, be- 
tween the years from 13 to 21, academic edu- 
cation and vocational training are added to 
the patient’s repertoire. 


Through job training, which was observed, 
“Old Boys” develop job-centered attachments 
to peers. In the matrix of a work group, the 
adult social self begins to develop and grati- 
fication is increased. The ideal end-product, 
the social outcome, we suspect, is a quiet, 
well mannered, even subdued young adult, 
demonstrably independent and able to earn 
a living. 

The reorganization of a new patient is 
functional not only because it leads to coloni- 
zation and thus guards against rebellion. The 
“stripping away” of older response sets is 
probably also economical. Goffman has dem- 
onstrated that this is the case in mental hos- 
pitals.> To move aggregates of persons 
through elaborate schedules across long per- 
iods of time, it is important that mechanisms 
be devised that are certain to reduce indivi- 
dual differences. Efficient, economical con- 





15. Erving Goffman, op. cit. 





252 JOURNAL OF HEALTH AND HUMAN BEHAVIOR 


trol may be obtained by increasing the sta- 
bility or predictability of behavior. The 
mechanisms discussed are ones that assist in 
the reduction of differences, just as coloniza- 
tion leads toward uniformity of perception 
among the patients. 

Whether individual potentialities would be 
realized more completely under a different 
process of socialization is a question that this 


report seems to pose rather sharply. This 
much of the question perhaps can be an- 
swered: the character of this total institu- 
tion is incompatible with the goal of maxi- 
mum fulfillment of individual potentialities. 
It is not incompatible with efficient manage- 
ment and rehabilitation toward limited par- 
ticipation and adult subsistence in the outer 
community. 


THE DOCTOR-PATIENT RELATIONSHIP IN THE 
PERSPECTIVE OF “FEE-FOR-SERVICE” AND 
“THIRD-PARTY” MEDICINE* 


Mark G. Field, Ph.D. 


As medicine becomes more complex and 
costly, the problem posed by the organization 
and particularly the financing of profession- 
al medical services on an equitable and so- 
cially adequate basis has become one of per- 
haps the thorniest social and political issues 
of mid-century America. Rare indeed is 
today’s layman or physician who, publicly at 
least, would echo the statement made some 
twenty-five years ago by a professor of medi- 
cine in a grade A medical school that he did 
“not believe a patient was entitled to free 
medical care any more than he was entitled 
to free housing, free clothing and free feed- 


*A revised version of a paper originally present- 
ed to the Alpha Omega Alpha Society at the Har- 
vard Medical School, February 1959. I am grate- 
ful to the discussants, particularly Drs. Henry K. 
Beecher, Allan M. Butler, and David D. Rutstein 
for their critical and insightful comments. Drs. Ja- 
son Aronson and W. Richard Burack read subse- 
quent drafts and gave valuable suggestions. Eliot 
Freidson’s book, Patients’ Views of Medical Prac- 
tice (New York: Russell Sage, 1961) was also very 
useful in clarifying certain issues. Finally Drs. Eliot 
Freidson and George A. Silver made very valuable 
comments, most of which I was unfortunately un- 
able to use because of publication deadlines. I alone, 
of course, bear the responsibility for the contents and 
interpretations expressed here. 

This work was supported, in part, by research 
grants (RG 6318 and RG 9644) from the National 
Institutes of Health, Division of General Medical 
Sciences, U. S. Public Health Service. 


University of Llinois 


ing.”! And yet, with the growing realization 
that the health of a nation is a societal prob- 
lem and not, as some thought and still think, 
the exclusive concern of the individual and 
his private physician, there has arisen sub- 
stantial and understandable controversy on 
the modes of organizing and financing medi- 
cal services. And it is significant to note that 
arguments about one or another such mode 
rarely fail to bring forth a discussion of its 
impact (real, alleged, or fancied) upon the 
doctor-patient relationship and, indirectly, 
on the quality of the professional services 
offered by the physician. 


PURPOSE OF THE STUDY 


The aim, in this exploratory study, is lim- 
ited to an examination of certain aspects of 
the doctor-patient relationship as they might 


1. Henry E. Sigerist, “Socialized Medicine,” in 
Milton E. Roemer, (ed.) On the Sociology of Medi- 
cine, (New York: M.D. Publications, 1960), p. 39. 
It may be noted, however, that the same basic argu- 
ment (upgraded as a result of prosperity to include 
luxury transportation) was recently taken up by a 
spokesman of the Health Insurance Association. 
“Why,” he asked, “should we use tax money to 
buy everybody health insurance? We might as reas- 
onably buy everybody a Cadillac. It’s the same ar- 
gument.” Quoted in R. W. Tucker, The Case for 
Socialized Medicine (New York: The Call Asso- 
ciation, 1961), p. 6. 
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be affected by the institutional structure in 
which this relationship takes place. By insti- 
tutional structure is meant here the complex 
of arrangements, predictable patterns, and 
social relationships whereby an activity of 
some importance to the society is supported 
and carried out. 

The starting point is that the increasing 
complexity of modern medicine (a techno- 
logical factor) and the growing functional 
significance of health (a social factor) have 
led both to an increase in the costs of medical 
services and to the rise of “organizational” 
as against the more traditional “solo” type 
of practice. This, in turn, has led to important 
changes in the mode of employing and re- 
munerating the physician for his work. The 
emphasis in this paper is on the relevance 
of this mode for the doctor-patient relation- 
ship. It is also assumed that this relation- 
ship has some emotional connotation or 
meaning for the patient and is, in most cases, 
an element of the therapeutic process (though 
this element is not always recognized as such 
either by the patient or the physician). It is 
also assumed that the mode of employing and 
particularly, remunerating the physician 
is analytically distinct from the mode of or- 
ganizing medical services though empirically 
the two often cannot be separated (physi- 
cians working in a hospital, for example, may 
either be salaried or paid by their private 
patients and yet be bound by the same hos- 
pital rules). 

These above considerations grew out of a 
study conducted some years ago on certain 
aspects of medicine in the Soviet Union, and 
particularly on the performance of profes- 
sional functions in a highly mobilized and 
directed society.2 In one sense, every Soviet 
physician is a “company” physician, the 
company being the state. In the course of 
that study, the writer administered a written 
questionnaire to 1,650 former Soviet citizens 
then residing in Western Germany and in the 
Eastern United States.* The purpose of the 


2. Mark G. Field, Doctor and Patient in Soviet 
Russia (Cambridge: Harvard University Press, 
1957). 

3. Mark G. Field, “Former Soviet Citizens’ Atti- 
tudes Toward the Soviet, the German and the 
American Medical Systems,” American Sociological 
Review, 20 (1955), 674-679. 


questionnaire was to gain an insight into 
what it meant to be a patient under Soviet 
conditions. Of particular interest was the 
fact that the émigrés had experienced, in 
the course of their lifetime, at least two basic 
types of medical systems: “third-party” med- 
icine in the Soviet Union and in Germany, 
and “fee-for-service” medicine in the United 
States. They were, therefore, in a fairly good 
position to make comparative judgments and 
evaluations qua patients. In the German 
sample, for example, about three-quarters of 
the respondents preferred the German sys- 


- tem of medical care (i.e. insurance medicine) 


over the Soviet type, primarily because the 
former delivered, in actuality and in quality, 
what the latter often only promised. The pic- 
ture was the reverse in the United States, 
where 73 per cent of the respondents, when 
specifically asked which system of medical 
care they preferred, opted in favor of the 
Soviet system over the American. The rea- 
son they adduced was that in the Soviet Un- 
ion, however inadequate medical care had 
been, they at least had a legitimate claim to 
it, not as charity, but as a right spelled out 
in the Constitution. Most émigrés also 
thought it was the duty of the state to pro- 
vide free medical care to the people. In the 
United States, on the other hand, they had 
to pay what they felt were exorbitant fees 
to physicians in private practice, or suffer 
the indignities of charitable medical care. 
One of the anonymous respondents who, at 
the time, was living in New York, after 
answering the many questions put to him, 
epitomized what he, as a patient, felt was the 
difference between private medical care as 
practiced in the United States and Soviet 
socialized medicine: “In the Soviet Union,” 
he commented in the margin of the question- 
naire, “the physician is a slave of the state 
... in America he is the slave of the dollar.” 

Whatever the personal experiences behind 
this statement, and however excessively criti- 
cal and over-dramatic the respondent may 
have been, his subjective assessment of the 
physician’s position reflects some insight into 
certain structured tensions in “third-party” 
and “fee-for-service” medicine. It meant that 
the physician, either by being beholden to 
the state or dependent on the fee, was not 
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exclusively devoted to the patient’s interests, 
at least not to the degree wished by the pa- 
tient. Stripped of its emotional connotation 
it signified, there were, in the two systems, 
certain “built-in” flaws that were, actually 
or potentially, detrimental to the clinical re- 
lationship. Before considering, in some de- 
tail, what these flaws might be, it may be 
necessary briefly to place medical services 
within a sociological framework. 

From the viewpoint of society as an on- 
going and functioning social system, the 
provision of medical care to the members of 
that body must be seen as part of its “main- 
tenance” mechanisms. Insofar as human be- 
ings can be viewed (from a narrow perspec- 
tive, of course) as specific social investments 
(gestation, support, education, and training) 
before they become self-sufficient and self- 
supporting and insofar as they have specific 
adult roles to perform (occupational, kin- 
ship, political, religious, et cetera) the inabil- 
ity to perform such roles (either because of 
premature death or disability of any kind) 
poses for society a severe functional problem. 
The role of medicine, taken in its broadest 
sense, is to deal with that problem, and the 
physician’s to eliminate, mitigate, minimize, 
neutralize (and sometimes prevent) the dis- 
ruptive effects of illness, injuries, mental dis- 
orders, and premature death. 

Within this context, two further elements 
seem of particular import: one is that of 
control over the professional actions of the 
physician. There must be some mechanism 
that will assure both society and the patient 
that the physician will perform his functions 
according to certain established and accepted 
standards, that the patient’s helplessness will 
not be exploited by the physician, and that 
the interests of the patient will be safe- 
guarded. 

The other element derives from the fact 
that medicine is a specialized occupation and 
is part of the general division of labor; as 
such it must depend on the exchange process- 
es and the market mechanisms for its eco- 
nomic maintenance and ongoing operations. 
In other words, the outflow of specialized 
professional services must be matched by a 
corresponding inflow of resources (usually 
expressed in money terms, but sometimes in 
services such as room and board during in- 


ternship) ; the physician, in order to per- 
form his medical functions has to be compen- 
sated, in one way or another, for his time 
and services. There are, of course, a variety 
of ways in which these costs can be met, 
but basically let us assume the two polar 
types mentioned earlier of “fee-for-service” 
and “third-party” medicine, and let us ex- 
amine certain issues relevant to the doctor- 
patient relationship in each. 


FEE-FOR-SERVICE MEDICINE 


In this arrangement, usually associated 
with solo practice, the norm is that the pa- 
tient directly compensates the physician in 
the form of an honorarium or fee. The phy- 
sician renders a specific service to the pa- 
tient, and in exchange the patient transfers 
to the physician an agreed-upon amount of 
money (or as the case may be, goods or 
services). The exchange transaction arising 


from the division of labor and specialization 


of functions is a private matter that need 
concern only the physician and the patient 
(or his representatives). The “sale” of pro- 
fessional services, therefore, is a direct one 
involving no middle-man. But, in this con- 
text, the transaction involves the physician 
in the traditional role of the small service- 
man or businessman: He charges a fee for 
services rendered, accepts money, sends bills 
and reminders, and occasionally sues or may 
use the services of a collection agency. And 
yet, it is only necessary to point to certain 
commercial practices which the medical pro- 
fession rejects to realize that the medical 
relationship is qualitatively different from 
the commercial relationship. The ideology of 
the profession, for example, places great 
stress on the obligations of the physician to- 
ward the patient’s welfare and the exclusion 
of the profit motive in professional decisions. 
Nor is the physician expected to advertise, 
to give bargain fees, to promise “double 
your money back,” to guarantee a cure, to 
refuse a patient because he is a poor 
credit risk, to split fees with referring col- 
leagues, or to refrain to send his bill if the 
patient dies. The assumption is that the phy- 
sician does his best in the interest of the pa- 
tient’s welfare under all circumstances. There 
is thus, in theory and in practice, a complete 
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segregation between the exchange aspect on 
the one hand, and the performance of serv- 
ices on the other. 

The foregoing, as Parsons has pointed out, 
should not be construed, however, as mean- 
ing that the physician is by nature altruistic 
and the businessman egotistic. This dichot- 
omy is not only too simple, it is basically in- 
accurate. We can assume that both physician 
and businessman are concerned with occu- 
pational success in their respective field of 
endeavor. Success in the business world is 
measured by profits and failure by losses, all 
expressed in monetary terms; it is therefore 
expected of a businessman that he will strive 
to maximize profits. To do otherwise, would 
be contrary to the accepted definition of the 
businessman’s role. Occupational success in 
the professional, and particularly the medical, 
role is only indirectly measured by monetary 
criteria. The criteria used to determine suc- 
cess in this field are different: training, 
knowledge, professional performance, intel- 
ligence, publications, contributions to science 
and medicine, new clinical procedures, re- 
spect on the part of professional colleagues 
and of the lay community. These conditions, 
furthermore, are the functional prerequi- 
sites for the establishment of a physician- 
patient relationship based on confidence; this 
confidence, which is of undeniable therapeu- 
tic value, could hardly exist in a typical 
buyer-seller relationship governed by the 
rules of the market. 

Control over the professional actions of the 
physician appears to be vested primarily in 
an internalized and self-enforced code of 
professional behavior of the type mentioned 
above and in the lay community (what 
Freidson calls the “lay referral system’’). 
In such a system the physician is under some 
pressure to please his patients in order to 
acquire clientele. Word-of-mouth recommen- 
dations become an important element in 
building a practice, and inability to please 
the clientele will be reflected (in a competi- 
tive situation, at least) in mediocre success 
and a correspondingly poor income. In a 


4. Talcott Parsons, “The Professions and the So- 
cial Structure,” in Essays in Sociological Theory 
(Glencoe: Free Press, 1949), pp. 185-199 and in The 
Social System (Glencoe: Free Press, 1951) pp. 428- 
479. 


non-competitive situation there is, of course, 
less of a pressure to please patients. 


THIRD-PARTY MEDICINE 


If it is part of the ethos of the medical 
profession to provide services independently 
of the likelihood of being paid for them and, 
if we assume that the physician cannot live 
on air, prestige, and good works alone, some 
mechanism must exist to compensate the phy- 
sician for services rendered to those who 
cannot pay on a fee-for-service basis either 
from past savings, current income or a 
mortgaging of the future. The device of the 
sliding-scale is such a mechanism. Funda- 
mentally it is an expression of the rough so- 
cial justice dispensed by Robin Hood® in 
which the rich patient is robbed to help the 
poor one.® The sliding-scale as a device for 
financing medical care typically is an in- 
formal mechanism controlled and operated by 
the physician who determines, although he 
has no special training or competence to do 
so,’ how much a patient can afford to pay. 
The sliding-scale as applied by the physician 
belongs primarily to solo practice. With the 
increased costs of medical care (including 
medical education which is part of these 
costs), with the increased proportion of in- 
dividuals who depend on a salary for their 
livelihood, and with the development of or- 
ganizational medicine (medical groups, clin- 
ics, health centers, hospitals,) as the major 
setting for medical practice in the commu- 
nity, it becomes clear that the medical pro- 
fession is not in the position any more to 


5. I am indebted to R. W. Tucker, op. cit., for 
pointing to the analogy. 

6. In a personal communication based on his work 
in Wellesley, Mass., Dr. Warren T. Vaughan, Jr., 
pointed out to me that wealthy patients and clients 
expect to be overcharged by their physicians and 
lawyers, and develop a feeling of being unfairly ex- 
ploited. Under these circumstances, the one-price 
situation of the store and super-market is a much 
more comfortable one. It might be pointed out that 
the sliding scale also obtains in education in the 
form of scholarships and aids for deserving, but poor, 
students, and in the expectation that wealthy per- 
sons and alumni will make substantial gifts to the 
school, college, or university. 

7. This function has tended to pass to the social 
worker. 
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close, in one way or another, the financial 
gap caused by medical indigency. Further- 
more, the rise of medical insurance has led to 
the progressive standardization of fees so 
that the sliding-scale tends to be progressive- 
ly discarded. Some other way has to be de- 
vised to compensate the physician for his 
work on other than a fee-for-service basis 
paid by the recipient of the service. Typi- 
cally a fund is created, either through vol- 
untary, regular contributions or through in- 
voluntary contributions (salary deductions) 
or through other methods such as taxation. 
(In this last case, it is understood that some 
persons who benefit from this fund do not 
make any contributions to it, this to the 
distress of some who are forced to make 
contributions but do not benefit from it.) 
The physician may draw his remuneration 
from this fund either on a fee-for-service 
basis, a flat fee, or a regular salary. For the 
purpose of this discussion it matters little 
how this fund was created and in what form 
payment is made available to the doctor. The 
critical point is that now the physician draws 
his compensation not directly from the pa- 
tient but from a third-party (insurance, co- 
operative group, closed panel, company, 
school, army, state and so on). Schemati- 
cally the outflow of services (——————->) 
to the patient and the inflow of compensa- 


tion to the physician (— — — —>) and the 
contributions to the third party (- - - - - >) 
can be represented as follows: 
Chart 1 
Fee-for-service Third-Party 
a . a © 

?hysician patient payeiates — * 

ae agit 7 >: 


-: 


— 


The “third-party,” whatever its nature or 
organizational form, is always under some 
obligation to see to it that the funds, for 
which it is responsible, are expended in what 
it believes to be the wisest, most economical, 
most effective, and most honest way possible. 
In order to carry out this mandate, some 
kind of review often is exercised over the 
recipient of funds, in this case, the physician. 
Institutional safeguards may be built that 
will reduce such review to the minimum 
and will allow the physician absolute pro- 
fessional freedom and discretion; on the 
other hand, certain restrictions may be im- 
posed for purposes of economy, as, for ex- 
ample, in prescribing. Further pressure may 
be imposed in the choice of modalities of 
treatment and in the assignment of certain 
standards that must be fulfilled if the phy- 
sician is to remain in good standing with 
the third-party. Finally, there may be direct 
interference in, and dictation over, profes- 
sional matters, coupled with professional or 
lay disciplinary power over medical person- 
nel, e.g., under certain military, industrial or 
political conditions. Admittedly, the latter is 
an extreme situation but it does represent 
certain implications that can flow from 
third-party medicine, as will be seen below. 


A COMPARATIVE SUMMARY 


It may be useful, before proceeding any 
further, to recapitulate, in summary form, 
the major dimensions of the two arrange- 
ments just described. It may be noted that, 
in the tabular presentations in Chart 2, those 
aspects of the doctor-patient relationship 
that are not directly related to the mode of 
payment have been placed into square brack- 
ets. As pointed out earlier, empirically they 
often cannot be so clearly distinguished. 


Chart 2 


Fee-for-Service Medicine 


Third-Party Medicine 





Also known as “Private” or “Entrepreneurial” Medicine 


“Socialized” or “Organizational” Medicine 





Physician’s 
working 
conditions: 


clientele. ] 


[“Solo,” “independent,” “individualistic” 
practice; physician typically works in 
relative isolation from his colleagues, re- 
sponsible primarily to his patient; con- 
trol of his professional acts rests in 
code of professional behavior and the lay 


[“Group,” “dependent” “closed-panel” practice; 
physician typically works within context of a 
professional collectivity, to whose members he 
is oriented and primarily responsible; what 
physician does, in one sense, commits or in- 
volves his colleagues in the collectivity; con- 
trol of his professional acts rests in code of 
professional behavior, his colleagues, and the 
collectivity more than in the lay clientele.] 
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Physician’s 
source of 
income: 


Typically the patient directly or his rep- 
resentatives. 


Typically a group or organization but not the 
patient (except indirectly through contribu- 
tions to group). 





Settlement 
of terms of 
exchange: 


Physician typically must settle terms 
with his “employer,” the patient or his 
representative. Basis for settlement is 
service performed (regardless of out- 
come) ; fee theoretically tailored to abil- 
ity to pay, while service is not. Physi- 
cian must keep accounts, send bills, re- 
minders, sometimes sue for his fee. 


Physician typically relieved of necessity to 
settle terms with patient, but must settle terms 
of employment with collectivity (in the form 
of a salary, flat-fee, or fee-for-service) ; col- 
lectivity responsible to settle terms, both with 
physician and with patient (premium) or other 
source of income (company, state). 





Potential 
advantages to 
physician: 


[Independence from group or colleague 
pressures, supervision, and _ control;] 
possibility to maximize income through 
hard work, successful practice and good 
reputation in lay and professional com- 
munity. 


[Assistance, cooperation, support, advice from 
colleagues; availability of “stand-ins” to re- 
lieve physician of professional responsibilities 
(week-ends, nights, holidays) ]; no need to at- 
tract clientele from lay community since pa- 
tients are available as “captive audience;” 
regularity and predictability of [work load 
and] income. 





Potential 
disadvantages 
to physician: 


[No regular assistance from readily 
available colleagues and assistants; no 
provision for “stand-ins” to cover for 
physician; need to always be available 
to patient, long hours and unpredictabil- 
ity of work load and income;] income 
dependent on physician’s health and abil- 
ity to work, and no provisions are made 
for maintenance of income if he is dis- 
abled; need to attract lay clientele; po- 
tential incompatibility between profes- 
sional ethics and demands of patients. 


More patients come to physician than would 
if they had to pay a fee; there usually is limi- 
tation of income by comparison with equiva- 
lent fee-for-service practice; “paper work;” 
physician more or less dependent on collec- 
tivity that employs him and subject to its de- 
mands, pressures, and control; potential in- 
compatibility between professional ethics and 
bureaucratic norms. 





Potential 
advantages 
for patient: 


Physician in competition with other phy- 
sicians interested in doing good job be- 
cause his reputation and income depend 
on it; client can therefore “manipulate” 
physician; this is client-centered prac- 
tice; patient typically deals with only 
one physician, “his” own physician; this 
permits a personal relationship to exist 
between patient and physician. 


Physician can help patient independently of 
patient’s financial resources; no tendency to 
give unneeded treatment to increase own in- 
come; [physician usually has ready access to 
consultants; colleague-oriented medicine likely 
to be better than independent, isolated prac- 
tice]. 





Potential 
disadvantages 
for patient: 


Tendency to please patient may be det- 
rimental to patient’s best interests (re- 
quests for popular but contraindicated 
treatment) ; [lack of supervision by col- 
leagues and isolation of physician may 
affect quality of care;] commercialism, 
exploitation of patient, selection of pa- 
tient on financial grounds, unneeded 
treatment, over-treatment, quackery, 
charlatanism, fee-splitting, “slavery to 
the dollar.” 


Tendency to please or obey organization on 
part of physician may be detrimental to pa- 
tient’s best interests (requests of the organi- 
zation for standardization of treatment or pre- 
scription); “politics,” bureaucratism, under- 
treatment, indifference because of lack of com- 
petition, availability of patients, and regular 
income; [patient typically deals with multi- 
plicity of essentially interchangeable physi- 
cians leading to a depersonalization of physi- 
cian-patient relationship; patient becomes or- 
ganization’s patient rather than physician’s 
patient;] control, pressures, demands by or- 
ganization may lead to “slavery to the state.” 





It will readily be seen that the two types 
of arrangement outlined above are polar 
types, models so to speak, each one doing 
violence to reality, and yet useful as tools 


of analysis. It is only through picturing the 
theoretical extremes that one can distin- 
guish the nuances of the intermediate types. 
Thus, for instance, in the United States while 
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the general picture traditionally has been 
that of fee-for-service medicine, there is an 
ever increasing amount of third-party medi- 
cine (insurance-financed medical care, closed 
panels, industrial, military, institutional 
medicine, Veterans’ Administration, and so 
on). In the Soviet Union, on the other hand, 
while the official norm is that of third-party 
medicine, there is still, according to most re- 
ports, a fair amount of fee-for-service prac- 
tice, and even privately operated medical in- 
stallations.* England might well represent a 
midway point with strong elements or com- 
binations of elements of the two basic types 
outlined above.® 


PITFALLS AND TEMPTATIONS IN THE 
TWO SYSTEMS 


The contention is that these two types of 
institutional arrangements may give rise, un- 
der certain social conditions and pressures, 
to pitfalls and temptations and to the “de- 
pendencies” mentioned earlier and which are 
detrimental to the patient. In a system of 
private medical care coexisting with widely- 
accepted commercial practices in the larger 
society, as in the United States, physicians 
would be less than human if they did not 
feel that their training, qualifications, work- 
ing conditions, and the importance of their 
functions did not entitle them to the same 
status, financial rewards and creature com- 
forts gleaned by those in the commercial 
world with equivalent (and sometimes more 
limited) education, work-load and responsi- 
bilities. It may well seem unfair to the phy- 
sician that some people begrudge him his 
Cadillac and other visible signs of status'® 
that are commonplace in the business world, 
particularly when he can point to statistics 
showing that the public may spend more on 
cigarettes and entertainment than on medi- 
cal care. As Parsons has pointed out, 


Actual achievements may fail to bring 
recognition in due proportion and vice versa 


8. L. S. Snegireff, “Review of Doctor and Patient 
in Soviet Russia,” American Slavic and East Euro- 
pean Review, 17 (1958), 548-549. 


9. Harry Eckstein, The English Health Service, 
(Cambridge: Harvard University Press, 1958). 


achievements either of low quality or in un- 
approved lines may bring disproportionate 
recognition. Such lack of integration inevit- 
ably places great strain on the individual 
placed in such a situation and behavior de- 
viant from the institutional pattern results 
on a large scale. It would seem that, seen in 
this perspective, so-called “commercialism” 
in medicine and “dishonest” and “shady” 
practices in business have much in common 
as reactions to these strains."! 


In a society where status must be con- 
spicuously displayed to count, the tempta- 
tion may be to slip into commercialism, and 
even for the patient with the slightest perse- 
cution complex, the feeling of being exploit- 
ed may sometimes intrude itself uncomfort- 
ably between himself and the physician. The 
fact that the overwhelming majority of phy- 
sicians do not succumb to this temptation is 
a tribute both to their integrity and to the 
effectiveness of the system of institutional 
controls mentioned earlier. There are, of 
course, other stresses inherent in medical 
practice everywhere (the strain of uncer- 
tainty, the inability to help in many condi- 
tions, the unrealistic expectations of the 
public) but these are unrelated to the insti- 
tutional arrangements of medicine and are 
not relevant to the argument at hand. While 
the advantages and the pitfalls of private 
medicine are well known to most American 
physicians, much less is really known of the 
strains inherent in socialized or public medi- 
cine, particularly as practiced under Soviet 
conditions. It is to these that the writer would 
like now to turn his attention. 

Soviet society may be characterized as a 
large-scale social system of the national type 
in a state of forced-draft industrialization 


10. There is, indeed, increased evidence of gen- 
eral resentment against the physicians and the fees 
they charge. In a poll conducted only a few years 
ago, Elmo Roper and his organization found out 
that doctors’ bills were the ones most resented by 
the American public. Among the well-to-do, doctors 
placed a close second after plumbers. And yet, as 
Tucker points out, computed on an average work- 
week of slightly over 60 hours a week in terms of 
hourly rates with overtime, and doubletime for Sun- 
day, the average base pay of doctors comes to $4.13 
as against $4.25 for union bricklayers in New York 
City. op. cit., pp. 10 and 13. 


11. “Professions and the Social Structure,” op. cit., 
p. 195. 
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and urbanization. Furthermore, it may be de- 
scribed as a politically monolithic society 
in which all the power, including control over 
the means of mass communications, has been 
concentrated into a single party, and even- 
tually into the hands of a few persons or even 
one person. This party considers itself the 
embodiment, the corporate expression so to 
speak, of a body of doctrine or an ideology 
in the name of which it governs and rules 
the country. It has defined a series of goals 
and subgoals toward which it harnesses 
most social processes in the society, a pro- 
cess facilitated by the political monopoly of 
the party. One of these goals is industrializa- 
tion at a rapid pace without importation of 
capital from abroad. Capital formation is 
the result of enforced savings at the expense 
of the working population, and is facilitated 
by the absolute political control over all na- 
tional means of production. Thus, the twin 
factors of industrialization and monolithic 
political control must be kept in mind when 
one examines all aspects of that society, in- 
cluding the medical system. As a mobilized 
society in which maximum performance is 
expected from the population, the medical 
profession is also mobilized to help contribute 
to the goals of the regime by keeping the pop- 
ulation healthy and fit to produce. The quan- 
titative achievements of the Soviet regime in 
medicine over the last forty years are impres- 
sive, to say the least. A medical contingent 
that has increased about 18 times since the 
revolution, a complement of hospital beds 
that increased 6 to 7 times, a 75 per cent drop 
in the death rate, a doubling of the life ex- 
pectancy at birth are just some crude indices 
of accomplishments.’ And yet this progress 
has been accompanied by far-reaching 
changes in the status and working conditions 
of the physician, such as the elimination of 
the medical profession as an independent cor- 
porate body,'* the bureaucratization and cen- 
tralization of most medical services under the 


12. Zdravookhranenie v SSSR Health Protection 
in the USSR (Moscow: Gostatizdat, 1960) ; also, see 
Mark G. Field, “Soviet Health Services,” Soviet Sur- 
vey No. 35, Jan.-March 1961, pp. 100-105. 

138. Mark G. Field, “Medical Organization and 
the Medical Profession,” in Cyril E. Black, ed., The 
Transformation of Russian Society (Cambridge: 
Harvard University Press, 1960), pp. 541-552. 


administration of the Health Ministry, the 
subordination of that Ministry to the needs of 
the state, and the transformation of the phy- 
sician into a salaried state employee. In the 
study the writer conducted of the Soviet medi- 
cal profession, it soon became apparent that 
these working conditions carried certain im- 
plications for the physician, especially with 
respect to the doctor-patient relationship. It 
should be added, parenthetically, that the con- 
ditions examined were those of the late thir- 
ties and early forties, the years of massive 
purges, terror, war preparations, and other 
stressful events in the Soviet Union. These 
must have been years in which pressures upon 
physicians were maximal, and there is little 
doubt that, at the present time, they have con- 
siderably abated.'* Yet, it is perhaps under 
extreme conditions that the potential fault- 
lines are most clearly visible for analytical 
examination. 


STRESS IN THE SOVIET SYSTEM 


Testimony from former Soviet physicians 
indicated many areas of stress in the prac- 
tice of medicine under Soviet conditions, in 
addition to the usual problems of medical 
practice everywhere. But it soon became 
clear that interference into strictly medical 
problems on the part of the state, and the in- 
trusion of considerations extraneous to the 
clinical situation, made it difficult for the 
physician to perform his functions exclusive- 
ly in terms of the best interests of the patient. 
One problem, in particular, loomed large as a 
source of difficulty both for the physicians 
and for patients: this was the question of the 
certification of health and illness.1° Peterson, 
in his study of the British Health Service has 
pointed to the importance of this medical 
function, 


Medical certification is necessary and cor- 
rect in a society in which the individual is 
insured against illness and disability. There 
is no other obvious way to do justice to the 
individual. ... The situation is further comp- 
licated by the fact that the practitioner is 


14. Personal observations in the course of two 
trips in 1956 and 1961. 

15. See Field, Doctor and Patient in Soviet Russia, 
pp. 146-180. 
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often busy and probably does not have the 
time to perform a more extensive investiga- 
tion which might occasionally satisfy the 
doctor that no certificate of disability should 
be given.?¢ 


It is probable that the physician’s certifi- 
cation function constitutes one of the impor- 
tant hinges between the social and the medi- 
cal systems. As the one person qualified to 
do so, the physician testifies as to the fitness 
or the unfitness, physical and mental, of the 
individuals he is asked to examine, from the 
chief of state to the new draftee, from the 
applicant for a life insurance policy to the 
aircraft pilot. In the Soviet Union, in the 
period immediately preceding the Second 
World War, medical work was complicated 
by the existence of rigid and extremely 
harsh disciplinary measures in industry and 
agriculture, brought about by the regime’s 
frantic efforts to industrialize as the war 
was approaching and its inability to pro- 
vide the necessary incentives in consumer 
goods to the population.'* Relief from some 
of these measures could sometimes be ob- 
tained from a physician through a medical 
certificate. As might have been expected, 
this resulted in malingering and the exag- 
geration or exacerbation of symptoms and 
signs in order to obtain the necessary dis- 
pensation. As one physician recalled, 


There were workers who burned their 
hands. They would put a piece of ice on the 
skin to anesthetize it, and would burn it 
either with a piece of hot metal or a ciga- 
rette. Then they would put salt on it and 
they would do all they could to retard heal- 
ing.1§ 


Or as another one put it, in a slightly 
different context, 


... let us say a patient comes to your of- 
fice and says: “Look here, doctor, I am 
healthy, but I have four children and a wife 


16. Osler L. Peterson, A Study of the National 
Health Service of Great Britain (New York: Rocke- 
feller Foundation, 1951) mimeo. 

17. See, among others, Raymond A. Bauer, Alex 
Inkeles, and Clyde Kluckhohn, How the Soviet Sys- 
tem Works (Cambridge: Harvard University Press, 
1956) and Alex Inkeles and Raymond A. Bauer, The 
Soviet Citizen (Cambridge: Harvard University 
Press, 1959). 

18. Protocols of the Harvard Refugee Interivew 
Project, Bulletin No. 1379, pp. 31-32. 


to support, and we are starving; if you write 
a certificate stating I have gastritis, I will 
then be entitled to a better kind of ration. 
If you can do this, then I can feed my chil- 
dren a little better; I ask this, not for my- 
self but for my family. .. .” You witnessed 
the terrible situation of a person and by 
empathy you decided, no, I must help this 
person, I cannot follow the laws of the gov- 
ernment.!® 


What the physician meant, by the “laws of 
the government” was the complex of regu- 
lations and pressures to which he himself 
was subject, as a medical employee, to pre- 
vent him from being too lenient, too soft- 
hearted in his medical role, and thereby 
from undermining or short-circuiting the 
elaborate system of controls devised by the 
regime. Both physicians and former patients 
indicated the imposition on them of standard- 
ized devices to restrict the latitude and the 
discretion of physicians in their medical func- 
tions. One of these devices was simply the 
setting of a body-temperature level below 
which a patient should not be excused from 
work; another consisted in providing phy- 
sicians with only a limited number of cer- 
tificate blanks to give out in a given period. 
Any supplementary blanks had to be for- 
mally requested from the clinic chief. The 
physician who consistently showed more 
“liberalism” than his colleagues would then 
be called to account for his actions. He might 
be accused of either disloyalty to the regime, 
or suspected of having accepted money for 
the certificate, charges that might lead to 
severe penalties.*° Altogether, the physician’s 
position as a state employee and civil ser- 
vant placed him at the mercy of the medical 
organization that employed him. This organ- 
ization could, if it felt the conditions war- 
ranted it, place powerful pressures upon 
him; these, in turn, might affect the clinical 
relationship and the performance of strictly 
professional functions. Such conditions of 
work naturally have an impact on the doctor- 
patient relationship. 

Generally speaking, most Soviet émigrés 
who were queried on the subject held a fav- 
orable opinion of the Soviet physician. They 
believed that, basically, he was a good human 


19. Protocols, Schedule B11 No. 1758, pp. 41-42. 
20. Field, Doctor and Patient, pp. 165-167. 
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being, ready and willing to help them, in 
medical as well as in non-medical situations ; 
but that the political system and the organi- 
zation of the medical services often trans- 
formed him into a willing or unwilling tool 
of the regime, who, as such, placed (or had 
to place) the interests of the state and of 
production ahead of those of individual pa- 
tients. State or organizational pressure upon 
the physician to discover who was and who 
was not faking illness, or aggravating an in- 
jury, negatively affected mutual trust be- 
tween patient and physician. As one physician 
recalled: “Every person who was sick and 
knew about fakers tried to aggravate his case 
in order to receive the medical treatment to 
which he was entitled.” Inability on the phy- 
sician’s part to play what the émigrés be- 
lieved to be his proper medical role and his 
over-dependence on organizational or “third- 
party” dictates undoubtedly constituted the 
“slavery to the state’ mentioned earlier. 
Abundant comments in the questionnaires 
make this explicit: 


[I do not like] Soviet medicine’s subordi- 
nation to the government, i.e., if there is a 
possibility of non-fulfillment of the plan, the 
doctor receives orders to cut down the num- 
ber of [excused] sick workers.?? 


The [Soviet] doctor was not independent. 
Very often he had to act against his own 
conscience.** 


Soviet doctors feared to give sick leave 
lest they be accused of sabotage or bribe- 
taking.** 


ENGLISH MEDICINE 


It is in the light of this, and other similar 
evidence, that one can understand the initial 
reluctance of medical practitioners to work 
under systems of third-party medicine.*> As 


21. Protocols, Schedule B11 No. 607, p. 23. 

22. Respondent No. 531, Paper and Pencil Ques- 
tionnaire. 

23. Respondent No. 1116, ibid. 

24. Respondent No. 1210, ibid. 

25. Apart, of course, from ideological considera- 
tions and possible income losses, at least in the 
American situation. In England, apparently, most 
physicians earn more money under the British 
Health Service than they did formerly. Don Cook, 
“Socialized Medicine, Ten Years Old,” Harpers, 
May, 1959, p. 34. 


Eckstein has pointed out, with reference to 
English medicine, “those doctors who claimed 
before the Appointed Day that under a com- 
prehensive public medical service the doc- 
tor’s loyalty would be torn between his pa- 
tient and the State were not just talking 
reactionary nonsense.” 


What the doctors meant was that the State, 
whatever the nature of its intervention, 
would inevitably subject the practitioner to 
demands irrevelant to the clinical situation 
and potentially destructive of it: demands 
for economy, for fitting patients into gen- 
eralized classifications, for treatment along 
standardized lines, for an annoying amount 
of paper work. ... The chief threat to medi- 
cal practice in this respect was stereotyping 
—the gradual replacement of the spontan- 
eous clinical relation by bureaucratic rules 
and standards.”® 


In many respects it appears that the fears 
of the British doctors were unjustified, or 
that these doctors were powerful enough to 
shape the National Health Services so as to 
minimize the potential pitfalls of socialized 
medicine. An important factor in this was 
the existence and the influence of the medical 
profession as an organized corporation that 
was free to state its position and make its 
demands known to the state, the Health Min- 
istry and the public. There is, as far as the 
writer knows, no similar countervailing force 
under the Soviet political system. It may 
therefore be suggested that the “third-party” 
does not have uniform significance but that 
the professional association (or the lack of 
it) is an analytically as well as empirically 
important intervening variable.?7 


CONCLUSION 


In conclusion, it may be stated that 
the Soviet version of third-party medi- 
cine may well exacerbate, rather than miti- 
gate, certain structural defects of this type 
of medical organization and that this must 
be seen as the result of certain features of 
Soviet society, as defined earlier. Moreover, 
the data on which this study was based came, 
as pointed out earlier, from some of the 
worst periods in Soviet history, and naturally 


26. Eckstein, op. cit., p. 174. 
27. Eliot Freidson, personal communication. 
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the medical scene has reflected these ten- 
sions and social upheavals. With the gradual 
improvement that has taken place in the life 
situation of the population since Stalin died, 
some of these extreme distortions in the med- 
ical field have, doubtless, disappeared. None- 
theless, these defects ‘are inherent in this 
type of medical organization as other defects 
are inherent in fee-for-service medicine. 

As an ever increasing proportion of our 
population and of the medical profession will 
receive and give care within a “third-party” 
framework it becomes important that the 
basic problems and structural defects of such 
a framework be recognized by the parties 
concerned, and that they neither be swept 
under the rug by enthusiastic reformers nor 


magnified out of all proportion by equally 
adamant opponents. It would seem to be a 
major task of the organized medical profes- 
sion to recognize the existence of changes in 
the nature of contemporary medical practice, 
i.e., both its complexity and its cost, and to de- 
vise the same types of safeguards and codes 
of professional behavior that have been so 
successful in insulating the clinical relation- 
ship from the temptations inherent in “the 
business ethic” or “commercialism.” Indeed 
it might be said that the temptations of the 
“bureaucratic ethic” or of the “organization 
mentality” are no less potent nor less de- 
structive of the doctor-patient relationship 
than those arising from the “acquisitive” 
society. 


DIFFERENTIAL PERCEPTIONS OF AUTHORITY 
IN HOSPITALS 


Frederick L. Bates, Ph.D. 
Rodney F. White, M.Com. 


The day to day operations of a complex 
professional organization such as a modern 
hospital involve a wide range of activities 
performed by a number of specialized occu- 
pational groups, and each group tends to 
view its own part and the parts played by 
other groups in the organization in a some- 
what different light. 

For these activities to be effectively co- 
ordinated, there must be some general agree- 
ment among the occupations concerned as 
to the appropriate role for each group. This 
includes reaching a consensus regarding the 
extent to which the members of each group 
should participate in the major decisions 
which affect the organization’s objectives, 
which in this case center on the provision of 
optimum patient care. 

Based largely on their education and ex- 
perience, the members of the various pro- 
fessional groups that work in organizations 
like hospitals form idealized conceptions of 
the roles which they and other members of 
their own groups should play in the organi- 
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zation. They also develop expectations re- 
garding the behavior of other persons and 
groups in the enterprise—particularly those 
who occupy key positions in the structure. 
These conceptions of self and others are 
important determinants of their behavior in 
situations where the different individuals 
and groups interact. 

The situation is complicated in the case 
of the hospital because of its dual authority 
structure.! This duality stems from the fact 
that the clinical functions involved in curing 
the patient are largely under the control of 
one professional group—the physicians— 
whereas the managerial functions are under 
the control of the administration, acting on 
behalf of the board. The existence of these 
two centers of authority places the nursing 
staff in a difficult position since they must 
look to two different, and, in some. cases, 


1. For a discussion of this aspect of hospital or- 
ganization, see Harvey L. Smith, “Two Lines of 
Authority Are One Too Many,” The Modern Hos- 
pital, 84 (1955), 3. 











DIFFERENTIAL PERCEPTIONS OF AUTHORITY 263 


conflicting, sources of orders and demands.’ 

Given this state of affairs, there is a like- 
lihood that the major groups involved—in 
this case, administrators, doctors and nurses 
—will have differing conceptions of how the 
authority system should work. 

In order to find out the extent to which 
these groups did have different perceptions 
of the authority structure in hospitals, a 
study was conducted by the Sloan Institute 
in a number of medium-sized hospitals, and 
some of the findings of this study and their 
possible implications provide the basis for 
this article. 


METHOD OF THE STUDY 


Field work for the study was done in the 
spring and summer of 1957 in thirteen vol- 
untary hospitals in New York State. The 
majority of the data was collected by means 
of a questionnaire that was constructed so 
that it could be self-administered by the re- 
spondents. The 282 respondents who took 
part in the study included 42 members of 
boards of trustees, 43 hospital administra- 
tors or assistant administrators, 84 chiefs 
of medical services (both clinical and non- 
clinical) and 113 nursing directors, nursing 
supervisors and head nurses. 

The questionnaire consisted of four parts: 

1. There was a short section on personal 
background information. 

2. It included a series of decision items 
which presented the respondent with a num- 
ber of decision situations frequently expe- 
rienced in hospitals. The instructions asked 
that the respondent designate which role 
each of the four hospital groups—board 
members, administrators, doctors and nurses 
—should play in each situation presented. 
(The choices were: should have power to 
decide; should be able to make recommenda- 
tions; should be able to express opinions; 
should not be involved.) 

An example of the decision situations in- 
cluded is the following: ‘‘At a certain hos- 
pital there is a rule against allowing hus- 
bands of obstetrics patients in the delivery 


2. See H. O. Mauksch, “Nursing Dilemmas in the 
Organization of Patient Care,” Nursing Outlook, 5, 
(1957), 31-34. 


room. Several of the obstetricians wish, in 
some cases, to allow the husband to be pres- 
ent at the delivery. A decision must be made 
as to whether or not to allow this practice.” 

The choice of items to be included was 
based on prior interviews with hospital per- 
sonnel in a variety of hospitals and the items 
were designed to represent five basic areas 
of administrative responsibility—personnel ; 
facilities and equipment; operating proce- 
dure; rule enforcement and discipline; and 
the administration of patient care. Some 
items were included where general agree- 
ment on the relative authority roles of the 
four personnel categories was expected 
among the four groups of respondents and 
others where disagreement was expected. 

3. There were a number of statements de- 
scribing hypothetical authority behavior on 
the part of administrators, doctors, and 
nurses. These were designed to investigate 
the attitudes which these groups hold regard- 
ing the authority behavior of their own 
groups and that of the other two groups be- 
ing studied. For this purpose, five subtypes 
of negative authority behavior were posited 
as follows : assumption of authority, rejection 
of authority, unwarranted inclusion in deci- 
sion-making, and unwarranted exclusion 
from decision-making. A set of statements 
was constructed which included descriptions 
of each one of these subtypes of behavior on 
the part of members of each of the three 
groups towards members of each other group; 
e.g., “The nursing service in most hospitals 
makes too many decisions which should be 
left up to the medical staff to decide” (as- 
sumption of authority by nurses over doc- 
tors). 


4. A ‘number of questions were designed 
to measure the degree of job-satisfaction of 
the respondent. For example, “Which of 
these statements best describes your feeling 
about working at this hospital?” The re- 


‘sponse could be one of those listed below: 


a. I am very happy and satisfied. 

b. I am fairly well satisfied. 

c. Iam neither satisfied nor dissatisfied— 
it is just average. 

d. I am a little dissatisfied. 

e. I am very dissatisfied and unhappy. 


The responses from the completed ques- 
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tionnaires were coded and punched into 
I.B.M. cards and these data were analyzed, 
using standard statistical procedures. Part 
of the analysis involved the calculation of 
“power scores” for each of the four groups 
based on the roles assigned them by the total 
number of respondents, and “satisfaction 
scores” for individual respondents based on 
their replies to the fourth part of the ques- 
tionnaire. In addition, a crude measure of 
“quality” was obtained for each hospital, 
based on such indices as autopsy rate, in 
order to test whether differences in re- 
sponses between hospitals related to the fac- 
tor of quality of hospital. 


FINDINGS OF THE STUDY 


Statistical analysis of the data produced 
the following results: 

(a) There were significant differences 
between the responses of the four groups 
(board members, administrators, doctors 
and nurses) on the forty decision items, al- 
though the amount of agreement varied con- 
siderably both as between items and as be- 
tween areas of responsibility. 

The principal difference was in the amount 
of authority which the groups reserved for 
themselves. Each group assigned more au- 
thority to itself than the other groups were 
willing to assign to it. 

It should be noted that it is difficult to 
determine whether this exaggerated self- 
rating is merely an expression of “pride in 
group,” or if it reflects an actual belief on 
the part of respondents that their own group 
should have more authority than others think 
it should have. Both factors are probably in- 
volved as shall be shown later. 

(b) The above conclusion needs to be set 
over against another finding—that there was 
considerable general agreement, when all the 
groups’ responses were combined, concern- 
ing the role assigned to each group on these 
items. For example, the administrator ob- 
tained a relatively high score on most of 
the items (and clear agreement on 12 of 
them) and the board obtained a relatively 
low score on most of the items. The usual 
order of assigned authority was—adminis- 


trator, medical staff, nursing staff, and 
board. 


To be more specific, there was high agree- 
ment among respondents that the adminis- 
trator should have ‘“‘the power to decide” on 
questions involving admission policies, task 
assignments to other than medical person- 
nel, and general administrative procedures. 
There was also general agreement regarding 
the physician’s responsibilities for certain 
items involving the administration of patient 
care and the responsibilities of nurses for 
administration within the nursing service. 
The only item on which there was high agree- 
ment that the power of decision rested with 
the board was one involving the terms of 
employment of a new radiologist for the 
hospital. ; 

(c) A third finding is that the groups 
about whose authority, relative to each other. 
there is least agreement are administrators 
and doctors (with administrators and board 
members next). The area in which there is 
the greatest lack of agreement on role as- 
signment is that labelled for purposes of this 
study as the administration of “patient care” 
(hospital policies regulating general treat- 
ment of patients). 

By way of illustration, there was consider- 
able lack of agreement regarding who should 
have “the power to decide” on such questions 
as the nature of financial arrangements with 
patients (almost a 50/50 split between those 
who indicated the board of trustees and those 
indicating the administration) and the allo- 
cation of operating room time (almost a 
50/50 split between the administration and 
the medical staff). 


A further analysis was made of responses 
on those items where there was considerable 
difference of opinion among respondents 
concerning which of two groups should be 
assigned the highest authority role in a par- 
ticular situation (i.e., in all cases where two 
groups were each assigned the “power to 
decide” role by more than a third of the 
total of the respondents). This analysis re- 
vealed that the respondents from those 
groups whose authority was disputed tended 
to over rate their own authority more on 
these items than they did on items where 
there was greater consensus regarding their 
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role. Also, they gave the lowest rating in 
each case to the group with whom they were 
“competing.” Again, the groups who most 
often overrated themselves and under-rated 
each other in these perceived conflict situa- 
tions were physicians and administrators. 
The fact that over-rating of one’s own group 
was associated with the under-rating of com- 
peting groups suggests that there is more 
than mere pride-in-group involved in this 
over-rating phenomena. 

(d) The last major finding, and in some 
respects the most interesting, comes from 
the analysis of responses from the section of 
the questionnaire dealing with perceptions 
of authority behavior. Here the results sug- 
gested that whereas the perceptions of ad- 
ministrators’ and nurses’ authority on the 
part of other groups were generally favor- 
able, the perceptions of doctors’ authority 
behavior tended to be generally unfavorable. 
In more specific terms, the doctors were per- 
ceived not only as failing to consult the other 
groups when it seemed desirable to do so 
and rejecting their authority more often 
than is warranted, but also as failing to make 
decisions or exercise their authority on mat- 
ters which the respondents considered to be 
their responsibility. 

For example, most respondents agreed 
with the statement that “nurses are not con- 
sulted frequently enough by the medical staff 
about matters on which nurses could give 
good advice.” Nurses were considered the 
most frequent recipients of negative author- 
ity behavior. Administrators, however, were 
seen to suffer some rejection of authority. 


ADDITIONAL FINDINGS 


Some additional findings which may be 
suggestive are the following: 

(a) The study found little or no lack of 
agreement over relative roles as between the 
remaining pairs of groups (nurses and doc- 
tors; nurses and board members; nurses and 
administrators, and doctors and board mem- 
bers) except for a small amount of disagree- 
ment regarding the division of responsibility 
between administration and nurses on mat- 
ters pertaining to nursing personnel. 

(b) The only negative authority behavior, 


which those answering the questionnaire per- 
ceived administrators as engaging in, was 
the failure to consult doctors and nurses in 
cases where it was considered that this would 
have been desirable. 

(c) Respondents from “large-sized” hos- 
pitals (over 225 beds) granted more author- 
ity to administrators and nurses than did 
those from small-size hospitals (225 beds 
and under) and the reverse was true for 
board members and doctors. 

(d) Satisfaction scores varied very little 
between the hospitals studied, and all were 
strongly positive. 


DISCUSSION OF METHOD 


In order that the reader may be in a bet- 
ter position to judge the applicability of 
these findings to other situations, three com- 
ments on method seem appropriate. 

(1) It could be suggested that the deci- 
sion situations used in the questionnaire 
upon which this study is based do not in- 
clude some of the more critical areas of po- 
tential conflict between, say, administrators 
and ‘doctors. One answer to this is that to 
have investigated certain particularly sen- 
sitive areas might have threatened the rap- 
port necessary for completing this study. 
The inclusion of some of these more critical 
situations is something that might be con- 
sidered in a future study. 

(2) Some of the differences in responses 
between groups may have been due to differ- 
ences in the ability of respondents to under- 
stand the decision items used. This is a haz- 
ard which is always faced when questioning 
respondents about hypothetical situations. 

(3) The fact that the totals of the re- 
spondents for the different hospitals con- 
tained different proportions of the four types 
of respondents studied seriously limited the 
comparisons which could be made between 
hospitals and made the comparison of re- 
sults from any particular hospital with those 
from the total sample somewhat equivocal. 


DISCUSSION OF THE FINDINGS 


The results of the study may be briefly 
summarized as follows: 
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As had been hypothesized, board mem- 
bers, administrators, doctors and nurses do 
define the authority structure of the hospital 
differently. There appear to be certain de- 
cision areas in which a particular group’s 
authority is undisputed, while in others there 
is considerable disagreement as to whose 
authority should prevail. Because there are 
conflicting views in some areas, the members 
of one group often perceive the members of 
another group as engaging in one kind or 
another of negative authority behavior. 

To the extent that these findings can be 
generalized to other hospital situations, one 
can expect to find differences in views and 
resulting negative attitudes among the dif- 
ferent hospital groups which can impede 
the coordination of activities in the hospital 
and may lead to serious human relations 
problems. 

Before proceeding, since one reaction of 
practitioners to the findings of a study such 
as this may be that “I knew that all along,” 
it should be pointed out that it is desirable 
to test empirically what “people already 
know” for two reasons. In the first place, 
the things which “people already know” are 
frequently contradictory and only by testing 
these ideas can the contradictions be re- 
solved. Second, it is often necessary to ob- 
tain empirical validations of apparently ob- 
vious assertions so as to provide a solid 
grounding for both action and further in- 
vestigation. 

If the differences in role perception which 
are suggested by this study do exist generally 
in hospitals, then an understanding of them 
should help hospital personnel to function 
more effectively. This would be the case if 
we view organizations as systems of roles 
whose smooth functioning depends on the 
existence of complementary role expecta- 
tions on the part of members. Discussion of 
these differences among members of the 
groups involved should help to reduce the 
possibilities of conflict in some of the areas 
of administration. This would support the 
contention that administrators should try to 
promote more opportunities in which repre- 
sentatives of different personnel groups can 
meet together and discuss some of the prob- 
lems cutting across group lines which exist 
in all hospitals. 


Both the differences in the way that the 
roles of the groups are perceived and the per- 
ceptions of authority behavior could be ex- 
plained, at least in part, as being related to 
the changing statuses of administrators and 
nurses in hospitals. Both of these groups are 
undergoing a process of professionalization 
and are striving for more professional rec- 
ognition. As a result their members are 
changing their perceptions of their own roles 
and those of other groups with whom they 
interact. It, therefore, is not surprising that 
many would negatively evaluate the doctors’ 
authority behavior, since doctors are likely 
to behave in such a way as to resist what 
they consider to be an encroachment into 
areas where their authority previously has 
been unquestioned. In other words, hospitals 
are to some extent going through a transi- 
tional phase during which new roles are be- 
ing established and people are adjusting to 
new role definitions. 


POSSIBILITIES FOR FUTURE RESEARCH 


The findings of this exploratory study 
suggest some possibilities for extending re- 
search in this general area. For example, to 
test the findings of the study regarding dif- 
ferences in assignment of decision roles, in- 
vestigations should be made of actual deci- 
sion situations in hospitals where the roles 
in the decision process may be observed. In 
fact, logical follow-up of any survey of atti- 
tudes is research into the actual behavior 
which the findings predict. Follow-up re- 
search might take the form of “case studies” 
of some of these important types of decisions 
from the standpoint of an outside observer. 
Some studies of this kind have already been 
done in the mental hospital setting.* 

In addition, before one can understand the 
decision process as it operates through the 
organization as a whole, more studies are 
needed of the functioning of individual 
groups and departments so that the dynam- 
ics at these levels can better be understood. 
Another study of the Sloan Institute which 


3. For example, Mark Lefton, Simon Dinitz, and 
Benjamin Pasamanick, “Decision Making in a Men- 
tal Hospital: Real, Perceived and Ideal,” American 
Sociological Review, 24 (1959), 822-829. 
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examined the decisions made by hospital 
boards of directors provides some of this 
kind of data.* Also needed are more studies 
which make comparisons between parts of 
the organization which differ in social struc- 
ture such as a recent analysis which com- 


4. Frederic LeRocker and Kenneth Howard, 
“What Decisions Do Trustees Actually Make?” The 
Modern Hospital, 94 (1960), No. 4. 


5. Rose L. Coser, “Authority and Decision Making 
in a Hospital: A Comparative Analysis,” American 
Sociological Review, 23 (1958), 53-56. 


pared authority patterns and decision mak- 
ing in the medical and surgical wards of a 
360 bed hospital.® 

Finally, there is an intriguing question 
which is related to the studies already sug- 
gested. Does the continual operation of the 
decision process itself in a certain way—in- 
volving particular patterns of interaction— 
affect the relationships between the partici- 
pants and ultimately bring about a change 
in the formal structure of the organization. 
There are some indications that changes of 
this kind are in fact occurring in hospitals. 


VARIATIONS IN THE EVALUATION 
OF THE MENTALLY ILL 


Part II: The Viewpoint of the Rural Dweller 


Fred R. Crawford, Ph.D. 
Glen W. Rollins, M.S.W. 
Robert L. Sutherland, Ph.D. 


In Part I of our report presented in this 
journal! last year, certain changes in evalua- 
tions of the mentally ill by urban dwellers 
were demonstrated to have occurred since 
1950. These identified changes were con- 
sistently toward a more favorable interpre- 
tation of ex-mental patients, of mental ill- 
nesses as phenomena, and of certain treat- 
ment facilities. However, accepting and sup- 
porting actions toward ex-mental patients 
could not be interpreted as having increased 
to the same degree as had the measurable 
attitudes. The term “action lag’ was sug- 
gested as an identifying label to refer to this 
discrepancy. 

One of the questions which has not been 
dealt with in previous reports from our pro- 
ject? is, “How do rural dwellers differ from 
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urban dwellers in their attitudes toward 
mental illness?” This is the basic question 
which will be examined now. 


RURAL AND URBAN DWELLERS: 
SIMILAR OR DIFFERENT? 


Price and Hillery, in their study of the 
developing rural-urban fringe in Louisiana, 
point out that “an intermingling of rural and 
urban people, ideas, values, and philosophies 
is taking place .. .”° along with the expansion 
of fringe areas. Although these two writers 
suggest that “industrialization” is the com- 
mon denominator of the change occurring in 
the fringe areas, reference is made to the 
early work of McKenzie. McKenzie empha- 
sized the importance of the techniques and 
media of communication, singling these out 
as the dominant influence theoretically re- 


3. Paul H. Price and George A. Hillery Jr., “The 
Rural-urban Fringe and Louisiana’s Agriculture,” 
Bulletin 526 (1959), Agricultural Experiment Sta- 
tion, Louisiana State University and Agricultural 
and Mechanical College, Baton Rouge, Louisiana. 
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sponsible for merging traditionally distinct 
rural and urban cultures.‘ 

This report will not inquire into the merg- 
ing which occurs through “intermingling” as 
rural persons relocate in fringe areas and, 
thus, come into a direct, fairly constant, con- 
tact with urban persons.® Our concern is with 
the projected merging of attitudes toward 
mental illnesses which may occur not through 
intermingling but as a result of exposure to 
similar media of communication. Conse- 
quently, the two samples to be compared rep- 
resent spatially distinct populations — the 
rural versus the urban.® 

It seems to be an accepted fact that rural 
as well as urban value patterns are under- 
going change. Recent studies have demon- 
strated that merging, in terms of uniform- 
ity or similarity in values and attitudes, still 
has not occurred for many comparable rural 
and urban patterns. Bertrand and Smith 
identify the major differences between school 
experiences and educational expectations of 
urban and rural youth in Louisiana.’ In 
matters of health, Ellenboten, Hay and Lar- 


4. R. D. McKenzie, The Metropolitan Community 
(New York: McGraw-Hill Book Co., 1933), 50 ff. 


5. The tremendous shift of Texas population from 
rural to urban has been vividly described by Skra- 
banek, Jaco, and others. In 1910, farm dwellers rep- 
resented 59 per cent of the Texas population. In 
1955, only 13 per cent of the Texas population re- 
sided on farms. (See: Robert L. Skrabanek, “Char- 
acteristics and Changes in the Texas Farm Popu- 
lation,” Bulletin 825 (1955), Texas Agricultural 
Experiment Station, College Station, Texas.) 


6. In the census of 1950, new definitions of what 
constitute “urban” and “rural” residents were intro- 
duced. Basically, there were three categories: (1) ur- 
ban; (2) rural non-farm, which refers to “all persons 
living outside urban areas who do not live on farms” 
(County and City Data Book, Washington D. C.: 
U. S. Government Printing Office, 1953, xvi), and 
thus by elimination (3) rural farm—or the remain- 
ing element in the population with a token recogni- 
tion of a fourth possibility, the ‘“urban-farm” 
dweller. The “rural dwellers” in this study consist 
of all respondents who were living outside of urban 
areas, either on a farm or not on a farm. The 1960 
census revealed that exactly 25 per cent of Texas’ 
population was rural. 


7. Alvin L. Bertrand and Marion B. Smith, “En- 
vironmental Factors and School Attendance,” Bul- 
letin 533 (1960), Agricultural Experiment Station, 
Louisiana State University and Agricultural and 
Mechanical College, Baton Rouge, Louisiana. 


son point up the changes in availability and 
use of health resources by rural and urban 
residents in two New York counties between 
1949 and 1957.8 Youmans, in his study of 
older persons in Kentucky and their health 
needs and practices, demonstrates some simi- 
larities as well as the lack of merging in 
other aspects of health activities between 
rural and urban samples.® 


OBJECTIVES 


In our study of four Texas counties we 
have gotten glimpses into some of the inter- 
esting patterns of mobility and movement 
of people into and out-of urban areas. Also, 
differences between samples of urban and 
rural dwellers in background and _ social 
characteristics are demonstrable on the basis 
of data gathered through this study. But 
such descriptions are not the purpose of this 
report. The main question we are seeking to 
answer is, “Has there been a merging of at- 
titudes as these pertain to the mentally ill 
and mental illnesses which can be demon- 
strated through the responses of samples of 
rural and urban dwellers? If so, why?” 

Without repeating the findings and impli- 
cations from Part I of this report, and fol- 
lowing one step further into the projected 
relationship between attitudes and exposure 
to the media of communication, we hypothe- 
size: 

That, if the patterns of utilization of mass 
communication media by the rural respond- 
ents are not significantly different from 
those of the urban respondents, then the 
expressed attitudes of these two samples to- 
ward mental illness and the mentally ill also 
will not be statistically different. 

This hypothesis places the primacy for the 


8. Bert L. Ellenboten, Donald G. Hay, and Olaf 
F. Larson, “Changes in the Availability and Use of 
Health Resources in Two Central New York Coun- 
ties, 1949 and 1957,” Bulletin 54 (1959), Depart- 
ment of Rural Sociology, New York State College 
of Agriculture, Ithaca, New York. 


9. E. Grant Youmans, “Health Problems of Older 
Persons in Selected Rural and Urban Areas of 
Kentucky,” Progress Report 104 (1961), Kentucky 
Agricultural Experiment Station, University of 
Kentucky, Lexington, Kentucky. 














merging of attitudes, if this can be demon- 
strated, on communication media as empha- 
sized by McKenzie. Because of the impor- 
tance of personal experiences, however, a 
corollary will also be tested: 

That, if the attitudes of the respondents in 
these two samples are not significantly dif- 
ferent, then neither will there be significant 
differences on the basis of the incidences of 
contacts (as one dimension of experience) of 
the samples with mentally ill persons. 

If the corollary can be rejected while the 
hypothesis is established, the primacy of 
media of communications in bringing about 
similarities in attitudes will be clarified. If 
both the corollary and hypothesis are estab- 
lished, an assumption will be offered con- 
cerning the evaluatory process which theo- 
retically may help to clarify the relationship 
between the merging of attitudes, exposure 
to communication media, and personal ex- 
periences. 


PROCEDURE 


The development of the questionnaire 
which was used in both the urban and rural 
surveys, plus the method of drawing the 
urban sample, have been described in Part I 
of this report. The selection of respondents 
for the rural sample differed from that used 
for the urban sample, although the primary 
control of spatial stratification was main- 
tained for both samples. 

One further alteration in sampling was 
necessitated because of our withdrawal of 
one county from the rural survey. By 1958- 
59, when we were working in the four se- 
lected counties, this one county had experi- 
enced a growth of its population to such an 
extent that the rural non-farm settlements 
identified in the 1950 census had become 
urban according to census definitions. Con- 
sequently, no sample was taken from this 
county for the study of rural attitudes. 

In the remaining three counties, geograph- 
ical conditions and ecological forces favored 
the use of this technique in case selection: the 
county seat was in each instance the major 
urban area (actually the site of the selection 
of the urban cases from each county). The 
county seat in the three counties was cen- 
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trally located; the basic geometric shape of 
these counties was square. Thus by drawing 
four diameters, each equi-distant apart, 
through the county seat as the center of the 
square, the county was divided into 8 equal 
“piece of pie” shaped parts. Then, starting 
from the center of the county map, concen- 
tric circles were drawn to scale at 2, 4, 6, 8, 
and 10 miles distance from the center. At 
those points where the spokes or radii inter- 
sected the rings or circles, the rurally located 
house nearest each such intersection was se- 
lected as a case. Through this method 40 
houses were selected in each county totalling 
120 houses for this sample. Each house 
turned out to be a single-dwelling unit, so 
the sample also is composed of 120 separate 
families, but a total of 230 individuals com- 
pleted the questionnaires and constitute the 
sample used in the study. 


CHARACTERISTICS OF THE SAMPLES 


Although information was obtained on a 
number of different background character- 
istics of the respondents, only four will be re- 
ported here (see Table 1): (1) Race—the 
proportion of non-white residents was identi- 
cal in both rural and urban samples repre- 
senting 10 per cent of each total. (2) The 
educational level of the two samples did not 
differ significantly with approximately one- 
fourth of the respondents in both samples 
reporting they had attended college one year 
or more. (3) The rural sample did have a 
significantly larger representation of males 
(87 to 30 per cent). (4) The respondents 
in the rural sample were proportionately 
over-represented in the 15-19 age bracket, 
while they were under-represented in the 25- 
34 age bracket. These differences in age dis- 
tributions are highly significant. On the basis 
of our general knowledge of the current dif- 
ferences between rural and urban popula- 
tions, these specific differences appear to be 
logically acceptable. 


Families 


The family characteristics of the rural 
and urban respondents were found to differ 
significantly for these three items: (1) total 
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Table 1 
Background Characteristics of 230 Rural and 
718 Urban Respondents® : 








Percent Per cent 
in in 
Rural Urban 


























Characteristic Sample Sample 
SEX 
Male 37 30 
Female 56 64 
No response 7 6 
Total percentage» 100 100 
RACE 
White 90 90 
Non-white 10 10 
Total percentage¢ 100 100 
AGE 
Age 15-19 20 7 
Age 20-24 11 14 
Age 25-29 f 14 
Age 30-34 7 15 
Age 35-39 9 10 
Age 40-44 13 10 
Age 45-49 9 8 
Age 50-54 7 6 
Age 55-59 3 5 
Age 60 and over 7 4 
Non-ascertainable 7 7 
Total percentage‘ 100 100 
EDUCATION (Highest Grade Completed) 
6th or less 7 7 
7to9 20 17 
10 to 12 44 46 
1 to 2 years of college 12 11 
3 to 4 years of college 8 8 
College plus graduate work 4 8 
Non-ascertainable 5 3 
Total percentage® 100 100 





a. Chi square has been used throughout as a non- 
parametric statistical technique. In all cases where 
“df—1” the Yates correction for continuity was used, 
symbolized by the X2c. 

b. X2e (1 df) = 4.12121; P<.05. 

c. No test. 

d. X2 (9 df) —52.30171; P<.001. 

e. X2 (5 df) = 4.75801; P<.50. 

Chi squares were based on numbers observed and 
expected, of course, not on percentages. 


money earned—the rural families had less 
earned income; (2) length of time the family 
had lived in that city, or for rural dwellers, 
at that rural location — rural families had 
lived at the same location for a much long- 
er time on the whole; and (3) occupation of 
Major wage earner—the differences in agri- 
cultural and non-agricultural employment 
did appear, but the interesting finding is in 
the fact that only 39 per cent of the rural 


dwellers reported that their major family 
wage earner was employed in agricultural 
activities (see Table 2). 


Table 2 
Family Characteristics of 230 Rural and 
718 Urban Respondents 








Percent Per cent 
in in 
Rural Urban 


Characteristic Sample Sample 





1. The total money earned in my 
family last year was about: 


$1,000 or less 5 5 
$1,001 to $2,000 6 4 
$2,001 to $3,000 12 7 
$3,001 to $4,000 12 8 
4,001 to $5,000 12 16 
$5,001 to $6,000 . 9 13 
$6,001 to $7,000 9 14 
$7,001 to $10,000 16 15 
$10,001 to -15,000 8 9 
Non-ascertainable 11 9 

Total percentage® 100 100 


2. My family has lived in this 
city (or at this rural 
location) for: 


6 months or less 2 7 
6 months to 1 year 3 6 
1 to 3 years 5 16 
4 to 6 years 5 15 
7 to 9 years 4 sf 
10 to 12 years 9 11 
13 to 20 years 16 15 
21 to 30 years 13 9 
31 to 40 years 11 6 
41 years or more 27 5 
non-ascertainable 5 3 

Total percentage” 100 100 

3. Major occupation of 
principal wage earner: 

Unskilled labor 6 9 
Farm labor :f 0 
Semi-skilled labor 8 12 
Skilled labor 10 20 
Farm manager or owner 38 1 
White collar worker 10 21 
Small business manager 

or owner 3 9 
Professional 6 11 
Non-ascertainable 18 17 

Total percentage 100 100 





a. X2 (8 df) = 16.65300; P<.05. 
b. X2 (9 df) = 126.90264; P<.001. 
ce. X2 (7 df) = 289.03143; P<.001. 


IMPLICATIONS 


The key characteristic among the seven 
presented was “education,” according to Free- 









































man.!° On the basis of his theory, the simi- 
larity between these two samples on distri- 
bution of education supports our contention 
that there should be no significant differ- 
ences in attitudes concerning mental illness 
between the two samples. 

As random samples, each represents the 
full range of social positions in its respective 
universe. Hollingshead has demonstrated the 
differences between social classes and speci- 
fies that classes will differ each from the 
others even in such things “as the news- 
papers they read or the television programs 
they view.”!! Although we cannot test di- 
rectly for similarities between parallel 
classes in the two systems, we can assume 
that there are hierarchies of social positions 
in both systems. Each class for its own sys- 
tem is represented proportionately, and con- 
sequently, the two systems can be compared. 

The few comparisons which are presented 
here do indicate what is to be expected: rural 
and urban dwellers do have certain charac- 
teristics which they hold similarly, but they 
also differ on the basis of other character- 
istics. Even within the rural sample the oc- 
cupation of the major wage earner is one 
distinct divider with the majority of wage 
earners in these rural families not employed 
in farm work. The migration of the young 
adult group from the rural areas is again 
demonstrated; there are significantly more 
males in the rural sample although males 
are under-represented in both samples; and 
the earned income for rural families is sig- 
nificantly less than for urban. 


WHAT ARE THE ANSWERS? 


Use of Media of Communication 


The two samples varied statistically in 
their reported use of only one mass commu- 
nication source: the newspaper. The reported 
use of radio, television, and magazines be- 
tween the two samples did not differ signifi- 


10. Howard E. Freeman, “Attitudes Toward Men- 
tal Illness Among Relatives of Former Patients,” 
American Sociological Review, 26 (1961), 59-66. 

11. August’ B. Hollingshead and Frederick C. 
Redlich, Social Class and Mental Illness, (New 
York: John Wiley and Sons, Inc., 1958), 67. 
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cantly, although a slightly larger percentage 
of the rural than of the urban dwellers did 
report that they listened to the radio (see 
Table 3). 


Table 3 
Exposure of 230 Rural and 718 Urban Respondents 
to Mass Communication Media 








Percent Percent 
in in 
Rural Urban 


Exposure and Sources Sample Sample 





1. I read the newspaper 
each day about: 


Don’t read one 10 5 
10 minutes or less 23 15 
11 to 30 minutes 41 44 
81 to 60 minutes 18 2 
More than 61 minutes 4 i 

' Non-ascertainable 4 3 
Total percentage® 100 100 


2. I listen to the radio 
each day about: 


Don’t listen to one 14 24 
2 hours or less 58 51 
2 to 4 hours 10 9 
4 to 6 hours 6 6 
More than 6 hours 8 i 
Non-ascertainable 4 2 

Total percentage» 100 99 


3. I watch television 
each day about: 


Don’t watch it 11 13 
2 hours or less 45 38 
2 to 4 hours 25 30 
4 to 6 hours 9 iH 
More than 6 hours 4 4 
Non-ascertainable 6 4 
Total percentage‘ 100 100 


4. I read magazines 
each day about: 





Don’t read any 23 25 
1 hour or less 57 58 
1 to 2 hours 5D 11 
2 or more hours 2 3 
Non-ascertainable 7 3 
Total percentaged 100 100 
a. X2 (4 df) = 21.36282; P<.001. 
b. X2 (4 df) = 9.11420; P<.10. 
ce. X2 (4 df) = 5.11767; P<.30. 
d. X2 (3 df) = .83986; P<.90. 


If the two samples had been dichotomized 
on the basis of whether or not the respond- 
ents read the newspaper, rather than on the 
amount of time spent in this activity, the re- 
ported difference would also disappear with 
only 10 per cent of the rural and 5 per cent 
of the urban dwellers reporting they did not 
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read a newspaper each day. On the basis of 
these findings we may proceed with caution 
on the assumption that the dependent condi- 
tion in the hypothesis has been established. 


Variations in Attitudes 


As a first approach to determining what 
variations exist between the two samples in 
attitudes toward mental illness and its re- 
lated elements, responses will be used drawn 
from seven items which first appeared in the 
Woodward-Roper poll of 1950,!* and were 
used again by Jaco in 1955.'* In the first 
part of this report these same items have 
been used to establish the positive change in 
evaluations of the urban dwellers over time. 

In Table 4, the data for both the urban 
and rural samples and the original Wood- 
ward-Roper responses plus those developed 
by Jaco are repeated for purposes of com- 
parison. By examining these response pat- 
terns for our samples, it is apparent that 
no real differences exist. We went ahead and 
applied chi square to test for significance 
of differences between the raw distributions 
for the urban and rural samples and no dif- 
ferences emerged. In fact, the similarity of 
these seven response patterns for our two 
samples adds considerable evidence in sup- 
port of the hypothesis. 


Experiences and Attitudes 


Turning now to the corollary, we intend to 
test the possibility that if the attitudes of 
the two samples are not significantly differ- 
ent, neither will there be significant dif- 
ferences on the basis of the incidences of 
contacts of the samples with mentally ill 
persons. Our approach to this problem is just 
the reverse of the hypothesized relationship 
between use of communication sources and 
attitudes. Evidence which has been presented 
by others tends to demonstrate that there 
are differentials, based upon the location of 


12. Julian L. Woodward, “Changing Ideas on Men- 
tal Illness and its Treatment,” American Sociologi- 
cal Review, 16 (1951), 443-454. 

13. E. Gartly Jaco, “Attitudes Toward, and Inci- 
dence of Mental Disorders: A Research Note,” 
Southwestern Social Science Quarterly, 38 (1957), 
27-38. 





: Table 4 
Standardized Response Patterns for Seven Roper 
Poll Items Concerning Mental Illness 








Item and Response to It 


Our Samples Roper’s Jaco’s 


Rural Urban Sample Sample 





A. Local medical facilities 
are inadequate: 
Number of respondents 
Per cent true 
Per cent false 
B. They won’t face 
their problems: 
Number of respondents 
Per cent true 
Per cent false 
C. Mental illness 
is inherited: 
Number of respondents 
Per cent true 
Per cent false 
D. Mental hospitals treat, 
patients badly: 
Number of respondents 
Per cent true 
Per cent false 
E. Experts can’t agree on 
who should be in 
insane asylums: 
Number of respondents 
Per cent true 
Per cent false 
F. Psychiatrists can help 


158 524 3,450 305 
83 85 73 9 
17° «4 27 21 


when someone acts queerly: 


Number of respondents 
Per cent true 
Per cent false 


194 591 
91 87 89 80 
9 18 11 20 


G. If family members became 


mentally ill, I would: 
Number of respondents 
Tell friends (per cent) 
Keep quiet (per cent) 


134 401 
a2 69a 48 62 
28 29 52 338 





the respondent, in the incidences of mental 
illness and, consequently, in the possibilities 
of coming into contact with mentally ill 
persons. 

One of the comparisons Jaco makes in his 
study of the incidence of psychoses in the 
Texas population" is between the urban and 
rural areas of this State, and these are fur- 
ther broken down by sex and ethnic identifi- 
cation. His finding which is of direct im- 
portance in this context is that “the total 
adjusted incidence rate for urban areas was 
nearly two-and-a-half times greater than 
that of the rural. Considerably more urban 


14. For the full report see: E. Gartly Jaco, The 
Social Epidemiology of Mental Disorders (New 
York: Russell Sage Feundation, 1960). 
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cases were found than their ratio in the popu- 
lation would have suggested. ... For both 
sexes in the three major ethnic groups, the 
incidence was considerably greater in urban 
than rural communities.”!® This rate per 
100,000 population for urban areas was 112; 
for the rural, the rate was only 47. On this 
basis one is almost forced to assume that an 
urban dweller would have more chances of 
contacting a psychotic than would a rural 
dweller. But the psychoses are not the only 
types of mental illness which occur—far 
from it. It is this full range of possibilities 
which intrigues us. 

In one of our earlier reports'® we attempt- 
ed to measure differences in “incidence of 
contacts” with the mentally ill between 
samples of Negro and white respondents in 
Texas. On the basis of this approach which 
involved not defining “mental illness,” the 
differentials in incidences of mental illness 
as reported in various studies tended to dis- 
appear. We will make the same test for the 
urban and rural samples in this report. 

Four questions were asked to get at such 
experiences. The responses to these questions 
are presented in Table 5. Although a slightly 
higher percentage of. the rural dwellers did 
indicate that they had some family member 
who had been mentally ill, that a “good 
friend’ had been mentally ill, that they had 
visited someone at a state mental hospital, 
and they had had contacts with persons who 
were treated in state mental hospitals, none 
of these distributions of responses between 
the samples was significantly different. For 
this present purpose, we may conclude that 
the incidence of contact with mentally ill 
persons has been similar for the respondents 
in the two samples, and this is also reflected 
in similarities of attitudes. 


Variations in Evaluations 


On the basis of the preceding evidence we 
must now assume that the evaluations ex- 


15. E. Gartly Jaco, “Mental Health of the Span- 
ish-American in Texas,” in Culture and Mental 
Health (New York: Macmillan Company, 1959), 
476-477. 

16. Crawford, Rollins, and Sutherland, “Varia- 
tions between Negroes and Whites in Concepts of 
Mental Illness and its Treatment,” op. cit. 


Table 5 
A Comparison of Contacts of 230 Rural and 718 
Urban Respondents 








Percent Per cent 
Characteristic in in 
or Experience Rural Urban 
Sample Sample 





1. Has any member of your 
family ever been mentally ill? 


a. No 73 80 
b. Yes, a grandparent 4 2 
c. Yes, a parent 4 3 
d. Yes, a spouse 0 1 
e. Yes, an offspring 1 1 
f. Yes, other relative(s) 16 12, 
g. Non-ascertainable 2 1 

Total percentage® 100 100 


2. Have any of your good friends 
ever been mentally ill? 


a. No 60 66 
b. Yes 27 29 
c. Non-ascertainable 13 5 

Total percentage» 100 100 


3. Have you ever visited anyone 
at a state mental hospital? 


a. No 71 77 
b. Yes, once 14 11 
c. Yes, a few times 12 8 
d. Yes, frequently 2 3 
e. Non-ascertainable 1 1 

Total percentage 100 100 


4, Have you ever had any con- 
tacts with persons who were 
treated in a state mental 


hospital? 

a. No 41 49 

b. Yes, once 19 19 

ce. Yes, a few times 26 23 

d. Yes, frequently 10 7 

e. non-ascertainable 4 2 
Total percentage4 100 100 





a. X2c (1 df) — 3.78295; P<.10. (All “yes” re- 
sponses were combined into one category.) 

b. X2e (1 df) = .07694; P<.80. 

ce. X2 (3 df) = 4.88892; P<.30. 

d. X2 (3 df) = 5.08129; P<.10. 


pressed by the two samples toward different 
types of mentally ill persons will be similar. 
Table 6 contains the data which will be used 
to test for the accuracy of this assumption 
and the validity of the hypothesis. 

The instrument and method of analyzing 
the data presented in Table 6 have been ex- 
plained in some detail in the first part of 
this study. The outstanding finding drawn 
from a comparison of the measured evalua- 
tions obtained from the two samples for the 
nine noun objects is simply that the evalua- 
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tions are strikingly similar. The asterisks 
which appear in Table 6 represent frequency 
distributions which were found to differ sig- 
nificantly between the two samples when test- 
ed by chi square. However, these statistical 
tests were made over the raw response pat- 
terns and do not pertain to the reported pro- 
portions of positive responses. 


three questions were posed: “As more 
mental health information is given to the 
public, (1) what is it accomplishing? (2) 
Are the attitudes and values of the public 
changing toward a deeper understanding and 
acceptance of the ex-patient?’ (3) “If so, 
how are these changed evaluations being dem- 
onstrated through actions?” 


Table 6 
Percentages of Positive Responses to Listed Adjectives by Two Random Samples 

















Key: U=Urban, N=718; R=Rural, N=230 
TO WHOM APPLIED 
Most Ex-mental Old Neurotic Mental Insane Mean 

Me A Texan People Patient Man People Patient People Alcoholic Percentage 
-9 U0 R U R U0 RB U BR U R Dm U R U R D R UR 
1. Valuable 68 79 73 80* 73 81 62 64 66 69 39 38 37 40 31 36 26 24 55 57 
2. Clean 89 90 69 73 69 82 62 72 51 50 46 48 30 30 21 18 14 16 50 58 
3. Sincere 86 92 67 78* 64 59 55 56 66 76 22 238 21 2r 20 14 12 9 4 48 
4. Active 79 80 68 78 67 79* 51 60 30 26 36 44 26 28 25 26 29 25 45 50 
5. Safe 84 88* 64 71 67 78 55 57 64 69 29 38* 14 15 6 5 9 12 44 48 
6. Warm 62 638 58 64 49 59 41 48 oy 34 21 28 2123 #§19 18 27:28 87 40 
7. Strong 63 64 69 77* 51 65* 37 31 19 16 12 20* 24 30 28 32 11 12 35 39 
8. Rugged 45 45 63 67 41 52 25 31 26 20 21 29% 24 26 26 30 41 46 35 38 
9. Healthy 78 85 65 73 57 68* 41 44 20 20 11 16 8 8 > 9 5 4* 33 36 
10. Wise 60 68* 57 69* 53 65* 38 48 54 57 11 11 Bo 8 6 4 3 33 37 
11. Relaxed 47 53* 49 59 39 50* 33 35 62 64* 4. 9 Ss 8 6 17 12* 380 82 
12. Predictable 60 64 52 61* 49 56* 35 42 41 41 9 11 7 & 5 4 6 4 29 82 
13. Fast 60 60 54 68* 41 55* 17 29* 6 4 25 2.19 26 24 28 15 16 29 38 


Mean percentage 68 72 62 71 55 65 42 47 


42 42 22 26 19 20 18 18 17 16 





In every instance where a statistically 
significant difference did emerge, the dif- 
ference was in degree and not in direction. 
In other words, the responses as distributed 
among the 7 positions of the scale varied sig- 
nificantly in relative intensity rather than 
in an opposite evaluation. We have not at- 
tempted to measure the degree of these 
evaluations beyond this and consequently 
cannot offer any further interpretation of 
these findings. 

But the evidence is overwhelming in sup- 
port of the hypothesis. These samples of 
rural and urban dwellers did utilize mass 
communication media in similar ways, and 
they did evaluate similarly all nine of the noun 
objects—specifically for this present pur- 
pose, these 5: “insane people,” “mental pa- 
tient,” “neurotic people,” “alcoholic,” and 
“ex-mental patient.” 


CONCLUSIONS 


At the beginning of Part I of this report, 


We demonstrated that certain favorable 
changes in attitudes have occurred to a 
measurable degree within the last eight years 
—the period when efforts to increase the dis- 
semination of mental health information 
through mass communication media has ac- 
celerated considerably.'* In this part of the 
study, evidence has been presented which 
indicates that the exposure to these com- 
munication sources is similar for rural and 
urban dwellers. Furthermore, we have dem- 
onstrated that the incidence of contact with 
mentally ill persons is reported to be similar 
by our rural and urban respondents. Finally, 
we have established that our rural and urban 
dwellers do evaluate mental illness and the 
mentally ill in similar ways. 

On the basis of these findings, we can 


17. We make this statement with knowledge of 
the study reported by: George Gerbner, “Psychology, 
Psychiatry and Mental Illness in the Mass Media: 
A Study of Trends, 1900-1959,” Mental Hygiene, 45 
(1961), 89-93. Our reasons for disagreement with 
his conclusions are too lengthy to discuss in this 
paper. 
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emphasize again McKenzie’s thesis that mass 
communication media are one of the domi- 
nant sources of influences which tend to 
merge rural and urban values. Thus, through 
the use of these media, the dissemination of 
mental health information has increased 
concurrently with a favorable change in eval- 
uations of mental illness by both urban and 
rural samples. 

We have also posed the question, “Why 
have the attitudes of the rural and urban 
dwellers merged concerning mental illness?” 
A tentative answer can be offered with these 
elements in it: (1) There has been a con- 
certed effort on the part of mental health 
leaders to influence positively the attitudes 
of the public. The mass communication media 
have served as the source of much of this 
information presented to the public. (2) Ru- 
ral and urban dwellers in these Texas coun- 
ties use these media in much the same ways, 
and hence have been influenced in much the 
same way. (3) The contacts urban and rural 
dwellers have had over the years with the 
mentally ill also approximate a similar pat- 
tern. Experience thus becomes another re- 
lated source influencing similarity in atti- 
tudes. (4) The educational levels of the 
rural and urban dwellers in our samples are 
similar, and Nunnally and Freeman both 
have established the relationship of educa- 
tion to attitudes toward mental illness. And 
(5) evidently, the parallel groupings of so- 
cial positions in both of these systems have 
much in common besides education. This is 
an interesting possibility which needs to be 
explored further. 


Future Studies 


But there remains still the perplexing 
question raised at the end of Part I of this 


report: “Why have not actions toward the 
mentally ill changed as positively as have 
attitudes?’ Durkheim’s formulation of “sent- 
iment” and social action is intriguing in its 
potential application to this problem. Par- 
sons!* and Loomis!® both have explored the 
relationship between cognition and senti- 
ment as components in the evaluatory pro- 
cess. We assume that the changes which have 
been demonstrated in this paper represent 
changes in the cognitive or knowledge com- 
ponent, not in sentiment. In some way yet 
unexplained, information and the experiences 
(contacts) reported by our respondents are 
linked to knowledge. We are continuing our 
study of these influences with special em- 
phasis upon sentiment. Data have already 
been gathered from a fifth Texas community 
for the purpose of specifically testing this 
assumption. 

Our conclusion, based upon the findings 
presented in this report, is the following: 
The ability of those who disseminate mental 
health information to change and improve 
the kinds of knowledge about mental illness 
held by these respondents in Texas has been 
demonstrated; the ability to change and im- 
prove actions directed toward the mentally 
ill through these same techniques is still not 
established. 


18. For a brief statement of this theory see: Tal- 
cott Parsons, Essays in Sociological Theory Pure and 
Applied, (Glencoe: The Free Press, 1949), 60-62, 
318-319. 


19. Charles P. Loomis, Social Systems, (New 
York: D. Van Nostrand Company Ine., 1960), 13. 
We must also acknowledge the stimulations for this 
line of thought which occurred while reading: John 
and Elaine Cumming’s Closed Ranks: An Experi- 
ment in Mental Health Education, (Cambridge: 
Harvard University Press for The Commonwealth 
Fund, 1957). 
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PROBLEMS IN REFINING THE PSYCHIATRIC 
ASSESSMENT OF JUVENILE DELINQUENTS* 


Jacob I. Hurwitz, Ph.D. 


Psychiatrists have been examining delin- 
quents at the request of juvenile courts since 
the beginning of the century. In these exami- 
nations they have utilized a more or less 
conventional process of psychiatric diagnosis 
and prescription. While this process has gen- 
erally been deemed adequate for purposes of 
day-to-day clinical practice, in the context 
of a scientific enterprise, its limitations must 
be recognized and dealt with; for a scientifi- 
cally satisfactory structure must rest upon 
a methodologically sound base. Thus, if psy- 
chiatric observations and judgments are to 
be utilized with reasonable confidence to 
devise a treatment classification of court de- 
linquents, as in the present study, an attempt 
should first be made to cope with some of 
the scientific limitations commonly found in 
the conventional psychiatric assessment of 
court delinquents. 


SCIENTIFIC LIMITATIONS OF CONVENTIONAL 
PSYCHIATRIC DIAGNOSIS 


1. Juvenile courts having access to the 


*Modified version of a paper presented at the 
annual meeting of the American Sociological Asso- 
ciation, New York City, August, 1960. This paper 
describes one aspect of a wider study being conduct- 
ed at the South Shore Guidance Center in Quincy, 
Massachusetts, supported principally by N.I.M.H. 
Special Grant 3M-9149(C3), and in part by the 
Department of Mental Health, Commonwealth of 
Massachusetts. The goals of this study are: (1) to 
devise a treatment classification of court delin- 
quents; (2) to utilize the psychosocial correlates of 
these classes to refine the diagnostic procedures in- 
volved in classifying cases, to specify the content 
and direction of a delinquency control program and 
to facilitate its evaluation by making it possible to 
identify the types of cases with which particular 
intervention techniques succeed or fail; and (3) to 
contribute towards an understanding of juvenile de- 
linquency by conducting epidemiological investiga- 
tions of the several types. 

We wish to thank Isidor Chein, New York Uni- 
versity, for his invaluable assistance in various 
phases of the research, and John Harding, Cornell 
University, for his most helpful suggestions for im- 
proving an earlier draft of this paper. 


Boston University, Harvard School of Public Health and 
B. R. Hutcheson, M.D., and Saul Cooper, M.A. 


Massachusetts Division of Mental Hygiene 


diagnostic services of a child guidance or 
court clinic tend for the most part to refer 
to these clinics the obviously emotionally 
disturbed cases or those, like sexual offend- 
ers, whom they cannot understand. These 
court-selected samples thus involve a “screen- 
ing” bias! and are, therefore, clearly not rep- 
resentative of the population of court delin- 
quents. 

2. Most psychiatric classifications of de- 
linquents focus unduly on the actor as against 
the act he commits. As a consequence, they 
frequently cannot discriminate between de- 
linquents and nondelinquents, since they de- 
scribe types of adolescent personality and 
character structure, rather than categories 
of delinquents or delinquencies. 


3. Efforts to replicate clinical studies fre- 
quently fail due to the highly subjective, 
intuitive, and implicit nature of the psychi- 
atric assessment and prescription process. 


4. The results of psychiatric studies are 
often not comparable because of the quali- 
tative nature of their data and the lack of 
uniformity in methods of recording them. 

5. Many psychoanalytically-oriented psy- 
chiatrists seem to consider early develop- 
mental history to be diagnostically more re- 
vealing than subsequent, more current ma- 
terial. As a result, speculative inferences 
without adequate empirical bases are fre- 
quently made in an attempt to explain or 
interpret present psychological states by such 
historical data. 

6. In the light of some of the above fac- 
tors, it is perhaps not too surprising that 
the reliability of psychiatric diagnosis has 
proved to be less than satisfactory. More- 
over, poor reliability implies low validity as 
well. In other words, if ratings are somewhat 
arbitrary and subject to chance influences 
(as reflected by a low degree of agreement), 


1. The belief of some psychiatrists that most de- 
linquents are emotionally disturbed may be due as 
much to this sampling bias as to so-called “clinical” 
bias. 
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the likelihood that the ratings (as distin- 
guished from what the ratings purport to 
measure) would be correlated with anything 
else is negligible. 

7. Some criminologists have contended 
that psychiatrists tend to see delinquents, 
particularly those with known previous court 
or police records, as more disturbed and 
impulse-ridden than in fact they are. If 
such perceptual distortion clearly exists, it 
should be reduced to permissible levels of 
measurement error. 

Major emphasis during the first few years 
of the study was, therefore, focused on ef- 
forts to overcome or reduce these shortcom- 
ings. A number of controls were imposed upon 
the conventional psychiatric diagnostic pro- 
cess to permit an assessment of, and to gen- 
erate an increase in, its reliability and va- 
lidity. While many of these control devices 
are fairly commonplace in social science 
research, they are less common in psychi- 
atric practice and research. 


CONTROLS INTRODUCED TO REDUCE 
LIMITATIONS 


1. A one-year orientation and training 
program was conducted: (a) to achieve 
greater homogeneity among team members 
in the level of understanding of the theoreti- 
cal and methodological requirements of scien- 
tific research; (b) to point up the major 
modifications in conventional practice pro- 
cedures necessitated by these requirements ; 
(c) to overcome the major barriers (concep- 
tual, semantic and emotional) to effective 
interdisciplinary communication; and there- 
by (d) to lay the necessary groundwork for 
fruitful collaboration in the design and con- 
duct of an integrated research project. 

2. Data-gathering in psychiatric research 
is commonly assigned to junior staff mem- 
bers, particularly resident psychiatrists, as 
part of their training experience. In this 
study, only well-qualified and experienced 
child psychiatrists were used to assess the 
sample. 


2. For a more detailed discussion of this topic, 
see Some Observations on Controls in Psychiatric 
Research (New York: Group for the Advancement 
of Psychiatry, Committee on Research, 1959). 


3. To reduce sampling error, the study 
sample was selected week by week from all 
current juvenile court cases by the use of 
a table of random numbers. This had the 
effect of including the full range of court 
delinquents in the sample, not merely the 
more disturbed cases or those least well un- 
derstood by the court. 

4. It was decided at the outset to focus on 
the act as well as on the actor to permit get- 
ting at the motivational processes involved 
in the delinquent act. Thus, while the exam- 
ining psychiatrist got information from pro- 
ject social workers on early developmental] 
and subsequent family history, the psychi- 
atric interview itself revolved largely around 
the delinquent act, the circumstances under 
which it was committed, the motivations be- 
hind it and its immediate or recent situa- 
tional determinants. Furthermore, the delin- 
quent act in each case was coded into a set 
of clinically relevant categories to permit 
relating type of offense to type of offender. 

5. Since psychiatrists feel they need back- 
ground information to assess delinquents 
adequately, objective recording forms were 
drawn up to insure complete and comparable 
data on every case. Thus, detailed social his- 
tory check lists were filled out by project 
social workers on the basis of focused inter- 
views with both parents. Similarly, court, 
police, and school background data forms 
were completed by a single representative 
from each of these community agencies. 
These community data-gatherers were 
trained and supervised to enhance the ade- 
quacy and accuracy of their information. 


6. Efforts were made to reduce the area 
of free play for speculative inference by at- 
taching to certain items explicit instructions 
to base ratings on empirical evidence only; 
by focusing on recent (within six months) 
rather than early life stresses to facilitate 
discovering the “exact operative connections” 
between antecedent events and misbehavior ;* 
and by operationally defining some ambigu- 
ous, unreliable or otherwise difficult-to-rate 
items. Impulsivity, for example, was concep- 
tualized as the tendency to “initiate unpre- 


3. Sheldon Glueck, “Crime Causation,” in Proba- 
tion and Parole Progress (New York: National 
Probation Association Yearbook, 1941). 
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meditated antisocial action — physical or 
verbal—on exposure to slight provocation. 
(All four conditions must be present). It 
was then operationally defined as manifest- 
ed by: “(a) known frequency of impulsive 
acts; (b) typical intensity of response; (c) 
variety of ways in which subject so responds 
(e.g. provocative verbalization, physical ag- 
gression against people, property or self, 
running away from home, truanting, steal- 
ing, sexual acting out, et cetera); and (d) 
the above three factors combined (using 
above factors only).”’ This item, thus, called 
for four separate ratings; hence it was 
structured in the form of four scales. 


7. Perhaps the most ambitious subproject 
undertaken in the development of the Psy- 
chiatric Data Schedule was an attempt to 
open up and reveal the inductive structure 
of the psychiatric assessment and prescrip- 
tion process by identifying and ordering the 
presumed decision factors of the major high- 
level inferences involved. These inferences 
consisted of judgments as to the degree of 
intrapsychic pathology present, how ade- 
quately the ego was functioning, and the 
level of intervention required. 

Among the decision factors indicating the 
level of intrapsychic pathology present, for 
example, were behaviors during the inter- 
view manifesting such traits or attitudes as 
anxiety, suspiciousness, defensiveness, sullen 
and hostile withdrawal, and elation or de- 
pression. In addition, such general charac- 
teristics as the degree of early emotional 
disturbance manifested by developmental dif- 
ficulties, or, more recently, by regressive 
symptomatology; impulsivity, adequacy of 
reality testing, or a long history of a learn- 
ing problem, associated with demonstrated 
ability, were also included. Most of these 
items were operationally defined to enhance 
both their reliability and validity. 

Adequacy of ego functioning, in turn, was 
defined in terms of such items as spontane- 
ously making appropriate use of the inter- 
view situation, being at ease as well as alert 
and responsive during the interview, and 
having definite, persisting and realistic am- 
bitions concerning future life plans. 


Decisions as to the amount of inter- 
vention needed by the child was based on a 


number of factors over and above the path- 
ology level and ego-adequacy of the child. 
Among these factors are the likelihood that 
the child will seriously hurt others or him- 
self physically, a history of running away 
from home, constructive versus destructive 
attitudes, manifested feelings of guilt or re- 
morse regarding the delinquent act, reaction 
to proffered clinical help, and reaching out 
for versus avoiding interaction with the psy- 
chiatric interviewer. 

The chief objectives of this subproject 
were: (a) to enhance the reliability and 
validity of these high-level inferences by pro- 
viding a uniform and reliable descriptive 
basis for their assessment;* (b) to yield a 
detailed descriptive profile of the several 
dispositional classes from which objective 
and behavioral class indicators could be de- 
rived ;> and (c) to make explicit the conceptu- 
al framework implicitly guiding the psychi- 
atric diagnostic and prescription process. It 
was hoped that this subproject would provide 
an empirical basis for testing the validity of 
clinical diagnosis and prescription and might 
further constitute one of those “prerequisites 
to progress in the delineation of social and 
cultural factors in etiology” alluded to by 
Clausen.® 

8. The major clinical assessment and pre- 
scription items and their decision factors 
(which make up the bulk of the rating 
schedule) were quantified and structured in 
the form of six or seven-point ordinal scales, 
or dichotomized, to provide comparable data 
on every case, to provide a basis for comput- 
ing precise coefficients of reliability and 
validity, and to permit direct machine tabu- 
lation and statistical manipulation of the 
data. The seven-point scales ranged from 


4. It was assumed that the descriptive decision 
factors would be more reliable than the dynamic or 
high-level inference items, and would therefore con- 
tribute towards a more reliable assessment of the 
dynamic factors. 

5. This descriptive profile will be presented in a 
forthcoming paper. 

6. John A. Clausen, “The Sociology of Mental 
Illness,” in R. K. Merton, L. Broom and L. S. Cot- 
trell (Editors), Sociology Today (New York: Basic 
Books, 1959). The details and results of this sub- 
project are too lengthy to be included here. They 
will be incorporated in a separate article to appear 
shortly. 
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“very much” to “not at all” present, with 
“moderately present” as a mid-point on the 
scales. Bipolar items were structured as fol- 
lows: 


In his relations with the interviewer, to what 
extent does the child reach out for vs. avoid inter- 
action (i.e. answer questions freely and informa- 
tively and express interest in the interview vs. 
answer questions reluctantly and non-informatively 
and express disinterest in the interview) ? 








1 2 3 
Reaches Clearly Reaches out 
out reaches out somewhat 
very much more than more than 
avoids avoids 
4 5 6 
Avoids Clearly Avoids 
somewhat avoids very much 
more than more than 


reaches out reaches out 





9. Having introduced these devices as 
means of refining the psychiatric assessment 
process, the results of their use were then 
determined. The four project child psychia- 
trists were put through a series of orienta- 
tion sessions to familiarize them with the 
60-odd item Psychiatric Data Schedule call- 
ing for over 100 ratings. After the team 
rated five practice cases and discussed each 
one at length, the schedule was pretested on 
20 cases and independent ratings made of 
each case by all four psychiatrists ,one inter- 
viewing and three observing through a one- 
way. vision screen. Reliability conferences 
lasting from one to one-and-a-half hours 
were conducted after each case to uncover 
ambiguous items as well as systematic dif- 
ferences in internal scales or rating practices 
among the various raters. Ratings were not 
changed as a result of these discussions. This 
process of making the normally implicit cri- 
teria used by psychiatrists explicit and capa- 
ble of being shared in assessing cases was 
aimed at raising of reliability levels and pro- 
viding clues as to the meaning of these items 
as rated. 

The inter-rater reliability of the various 
items was then computed by Fisher’s R‘ and 
the instrument revised in the light of pre- 


7. Ernest A. Haggard, Intraclass Correlation and 
the Analysis of Variance (New York: Dryden 
Press, 1958). 


test results. Several revisions were made in 
the schedule and the instrument was retested 
by an essentially new team of three child 
psychiatrists on another 25 cases using the 
same basic procedure as before. Since the 
overall project timetable made it necessary 
to launch the data-gathering phase at this 
time, the retest process was conducted con- 
currently with it. Thus, while one project 
psychiatrist rated all the cases, the other 
two psychiatrists on the team joined him in 
rating 25 of them for retest purposes. 


10. The final control device to be described 
has to do with the issue of contamination or 
bias. Since social history and previous of- 
fense or misbehavior data are normally 
available to psychiatrists prior to their diag- 
nostic interviews with court delinquents, this 
outside information could conceivably bias 
the judgment of the examiner. Specifically, 
the question was posed whether such prior 
knowledge (particularly of previous court 
appearances, police contacts or serious school 
difficulties) distorts the psychiatrist’s per- 
ception of the child’s behavior and attitudes 
during the interview and, as a consequence, 
his overall diagnostic assessment of the case. 
Should this prove to be the case, a “blind” 
interview conducted without a prior read- 
ing of background information would, of 
course, be indicated in this study. In that 
event, however, it becomes important to 
know to what extent introducing this infor- 
mation after rather than prior to the inter- 
view handicaps the examiner in his ratings 
on nonbehavioral items by depriving him of 
the opportunity to follow up and test during 
the interview the hunches and impressions 
suggested by this information. 

A procedure test was, therefore, conducted 
as part of the reliability pretest in an at- 
tempt to throw light on these questions. This 
involved a series of two interviews scheduled 
six weeks apart with each of the 20 cases 
mentioned above. (This time lapse was aimed 
at reducing recall of ratings made after the 
first interview and six weeks was as long as 
the court would permit). Three sets of rat- 
ings were made by all team psychiatrists on 
all items for each case: one after the initial 
or “blind” interview; a second after reading 
the outside information directly after com- 
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pleting the first rating; and the third six 
weeks later following the second interview 
(which was conducted after a prior reading 
of this same information). To keep the first 
interview “blind,” psychiatric interviewers 
were given only the name of the case. In ad- 
dition, they instructed every case to discuss 
only the current court appearance, not any 
previous difficulties with the law or in school 
in which they may have been involved. 

Several blind interviews were contaminat- 
ed through the disclosure of past offenses or 
school difficulties by some delinquents dur- 
ing the interview despite the systematic ef- 
forts to prevent this. In addition, the diffi- 
culty experienced on the first ten cases 
in getting agreement on the dichotomized 
behavioral items (structured in terms of 
whether or not they were markedly present) 
compelled opening up these items into seven- 
point ordinal scales. The attrition in cases 
resulting from these two sources precluded 
the testing of the first hypothesis (that of 
the biasing effect of outside data on percep- 
tion of subject behavior). With respect to 
the second hypothesis, ratings on nonbehavi- 
oral scales were not significantly affected by 
the order of introducing outside data. This 
meant that outside data could be read either 
before or after the interview. 

Time for further methodological refine- 
ments had run out, hence the lengthy two- 
interview design could not be replicated in 
the second pretest. Since, however, the psy- 
chiatrists had become quite accustomed to 
interviewing without benefit of prior infor- 
mation, and, since introducing this informa- 
tion prior to the interview was apparently 
not essential (at least in this study), it was 
decided to continue the blind interview tech- 
nique throughout the life of the study to 
avoid the possibility of biasing the rating of 
subject behaviors. Contaminations of blind 
interviews through spontaneous disclosures 
by respondents were recorded to permit sta- 
tistical control of this factor. The major 
high-level inferences, furthermore, were rat- 
ed twice during the final pretest (directly 
after the blind interview and again after a 
postinterview reading of the background 
data on the case) to provide a basis for 
measuring the effects in this study of know]l- 


edge of outside information on the assessment 
of these crucial variables.*® 


SOME RELEVANT FINDINGS 


Reliability coefficients were computed for 
all items in the schedule based on the ratings 
made by the two more experienced project 
psychiatrists on the 25 court cases in the 
final reliability test.° They revealed, in gen- 
eral, a positive relationship between the level 
of inference and the level of reliability. Thus 
the high-level inferences (see Table 1) 
showed a median reliability of .57 (range 
.55 to .71); medium-level inferences (e.g. 
impulsivity, constructive vs. destructive atti- 
tude towards the act, accepts act as normal 
and natural, appropriateness of affect, et cet- 
era) showed a median of .46 (range .04 to 
.61) ; and low-level inferences (mainly behav- 
iors or attitudes manifested during the inter- 
view) showed a median of .29 (range -.31 to 
.79). The few items in this last group that 
yielded relatively high reliabilities consisted 
mainly of attitudes toward the examiner and 
toward the clinic. 

Since the high-level inference items are 
the most crucial in the schedule, their indi- 
vidual item reliabilities are presented in 
Table 1 both for the “blind” ratings and for 
those made after a reading of background 
data. 

Table 1 shows that the high-level infer- 
ence items yielded fairly similar reliabilities 
on rating 2 and that with one exception, a 
knowledge of background data generated 
somewhat higher reliability levels. The rela- 
tively high reliability level achieved on the 
prediction item was somewhat surprising, 
since psychiatrists are more experienced in 
diagnosing and prescribing treatment than 
in making predictions. The bipolar six-point 


8. These effects relate to the “conceptual frame- 
work” subproject and have therefore been incor- 
porated in that paper. 

9. A preliminary computation of reliability co- 
efficients based on the ratings of the three team 
psychiatrists used on the final pre-test revealed 
that the two more experienced raters agreed more 
often with each other on several crucial scales than 
did either with the third team member. The ratings 
of the latter were therefore excluded from the final 
computation. 
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Table 1 
Reliability Coefficients for High Level Inference 
Items on Blind and Second Ratings 


Blind Second 











Item Rating Rating 
Level of intrapsychic pathology or =. «06 
Adequacy of ego functioning .35* = .55 
Level of intervention indicated 63 57 
Type of intervention indicated err seu 
Prediction of persistent delinquency 

(without intervention) .60 | 





*Obtained Pearson 7 significant at <.10 level of 
confidence; all others at <.01 level. 
**Ttem not rated blind. 


scale structure, the operational definition of 
each scale point and the pronounced cluster- 
ing of cases at the midpoint of the scale 
(“better than” or “less than” even chance of 
recidivism) may, however, have contributed 
to this result. 

In opening up the inductive structure of 
the psychiatric. diagnostic and prescription 
process, a wide net was spread on the as- 
sumption that many “decision factors” nor- 
mally enter into this inferential process. Ex- 
perience with two teams suggest strongly 
that, in fact, clinical diagnosis, prescription, 
and prognosis may be based on relatively few 
decision factors. In this study, attitudes to- 
wards the interviewer (reaching out versus 
withdrawing) and towards proffered clinic 
help (accepting versus rejecting) as well as 
the level of impulsivity appear to have exert- 
ed major influence on these high-level infer- 
ences. 

Both psychiatric teams, after some initial 
anxiety, accepted the methodological innova- 
tions introduced into the study: focused and 
semistructured interviews, systematic re- 
cording of observations on quantitative rat- 
ing scales, being observed during the inter- 
viewing process, reliability conferences, et 
cetera. Persistent efforts during the training 
phase and in the reliability conferences to 
effect significant shifts in frames of ref- 
erence or theoretical orientation, however, 
did not appear to meet with equal success. 
This is particularly true with respect to at- 
tempts to integrate sociocultural variables 
into the clinical diagnostic process. Such an 
integration is perhaps best achieved at the 
point of data analysis rather than data 
gathering. 


A few items, notably the level of impuls- 
ivity, were operationalized after the first 
pretest as a means of enhancing their rate- 
ability. Interestingly enough, agreement got 
worse, and all project psychiatrists reported 
that the item as defined compelled ratings 
that were at variance with their clinical im- 
pressions of the cases. The scientifically sat- 
isfying definition was, therefore, dropped 
with painful reluctance, and the initial less- 
defined item structure readopted. 

A few preliminary analyses have been 
made with respect to the validity of the 
high-level inferences. A comparison of the 
ratings made on these scales in the final 
pretest prior and subsequent to the reading 
of background data (i.e. developmental, so- 
cial and history of difficulties with the law 
or in school) shows no statistically signifi- 
cant change between the two sets of ratings 
on any of these items. Apparently, then, 
reading this social and historical background 
material in general had no appreciable in- 
fluence on the rating of these crucial scales. 
However, it is the potential biasing effects 
of data concerning previous court or police 
contacts or serious school difficulties which 
are, perhaps, of greatest concern in the study 
of delinquents. A second comparison was, 
therefore, made utilizing only those cases 
with known previous difficulties with the 
law or in school who did not reveal this fact 
to the examiner during the interview. Forty 
of the 100 cases examined had been in some 
previous difficulty and 29 of them did not 
reveal this fact during the interview. A slight 
systematic change in the expected direction 
appeared in all five items for these 29 cases; 
in only one (level of intrapsychic pathology), 
however, was this a significant change as 
measured by Wilcoxon Sign Test (P<.05). 

The psychiatric assessment of the level of 
pathology was compared with ratings made 
by psychologists on identical scales on the 
basis of (a) “blind” Rorschach tests and 
(b) observation of group interactional be- 
havior over a series of four sessions, used as 
measures of concurrent validity. The psy- 
chiatric scale showed a low to moderate posi- 
tive correlation with each of the other two 
(.19 and .26 respectively). 
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DISCUSSION OF FINDINGS 


The positive correlation between level of 
inference and level of reliability appears to 
support Meehl’s observation concerning the 
presumed ability of the clinician to deal ef- 
fectively with higher order configurated re- 
lations or systems of variables.’° It further 
suggests that dynamically oriented clinicians 
may find it somewhat more difficult, at least 
in a single diagnostic interview, to rate lower 
level inferences or specific behaviors than 
higher level inferences. 

The deviantly high reliabilities achieved 
by observing the few items of behavior re- 
lating to attitudes toward the examiner and 
towards the clinic may be due to the extreme 
sensitivity of psychiatrists to such attitudes 
of patients because they affect the patient’s 
ability to relate to the therapist, hence his 
treatability. 

The necessity to spread a wide net in this 
exploratory study as a means of isolating 
the key “decision factors,” required so large 
a number of items that adequate definition 
and training in the use of the several scales 
was not always possible. This may well have 
served to depress reliability levels on many 
scales. Reliability of the crucial high-level 
inference items could probably be raised con- 
siderably by a number of devices: shorten- 
ing the schedule a good deal, conceptually 
and operationally defining the remaining 
items more adequately, using raters with a 
common theoretical orientation (e.g. descrip- 
tive vs. dynamic psychiatry), devoting rela- 
tively more time to training them in the use 
of these items, using the pooled scores of 
pairs of raters,’ and finally by combining 
items into clusters or syndromes for purposes 
of data analysis. 

A knowledge of previous misbehavior did 
not generate significant changes between 
blind and second ratings on most high-level 
inferences. Moreover, the significant change 
on the psychopathology item involved only 


10. Paul E. Meehl, Clinical Versus Statistical 
Prediction (Minneapolis: University of Minnesota 
Press, 1954). 

11. Application of the Spearman-Brown Formula 
to the present results showed that had pooled scores 
been used in this study, a coefficient of .57, for 
example, would have become .73. 


seven per cent of the total sample studied. 

There do not, therefore, appear to be 
grounds for undue concern with this issue 
in this study. 

Several factors, however, suggest that 
under more conventional and uncontrolled 
conditions, more of these items may have 
shown significant changes. Both sets of rat- 
ings, for example, were made within about 
ten minutes of each other, hence recall of the 
blind ratings on these crucial items may 
have militated against change. This is par- 
ticularly true since it was not possible in this 
study to withhold from the rating psychiatrist 
the assumptions being tested. 

Secondly, 40 cases showed a history of 
prior difficulties with the law or in school. 
Of this group, twelve had been to court pre- 
viously. A quarter of the 40 cases ‘“‘contami- 
nated” the psychiatric interview by revealing 
their prior difficulties. This latter group, 
however, contained only one-fifth of the first 
court appearance cases but a half of the 
twelve repeaters. Since the cases with the 
greater likelihood of score changes (i.e. the 
repeaters) provided through disclosures 
proportionately less opportunity for such 
changes, this factor, too, may have operated 
as a deterrent to a change in scores. And 
finally, even under these unfavorable condi- 
tions, one item (the level of psychopath- 
ology) showed a significant change and an- 
other (impulsivity level) showed a P value 
of less than .10 by a two-tailed test. 

These findings appear to support the clin- 
ical bias hypothesis advanced by some crimi- 
nologists. The changes appearing in these 
data could have been generated just as well, 
however, by a knowledge of background fac- 
tors other than previous difficulties with 
the law—factors which may themselves be 
etiologically related to the latter and which 
may, indeed, reflect intrapsychic pathology 
of one sort or another. 

The fact that the level of intervention 
item, alone among the high-level inferences, 
showed a higher reliability on the blind rat- 
ing than on the second one suggests the pos- 
sibility that doctors may find it easier to 
agree with one another on what “medicine” 
to give a patient than on why he should 
have it. 
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The failure to achieve satisfactory relia- 
bility on the carefully defined impulsivity 
item appears to stem from two sources. First, 
it was difficult during a single crowded 
interview to pull out an adequate empirical 
basis for rating so complex an item. Fur- 
thermore, the psychiatric raters repeatedly 
reported that they felt constricted by these 
arbitrary definitions, and that the ratings 
based on these objective definitions did not 
coincide with their subjective feelings about 
the case. It appears, thus, that converting 
psychiatric diagnosis into a truly scientific 
art will be neither quickly nor easily accom- 
plished. 


SUMMARY 


Before embarking on the development of 
a treatment classification of court delin- 
quents, it seemed advisable to attempt to 
reduce the sampling and measurement error 
in the conventional psychiatric assessment 
of delinquents. A number of controls were, 
therefore, imposed upon the conventional psy- 
chiatric diagnostic process to permit an as- 
sessment of, and to generate an increase in, 
its reliability and validity. 


Among the major methodological findings 
and conclusions are the following: (a) there 
is a positive relationship between level of 
inference and level of reliability, suggesting 
that dynamically oriented psychiatrists may 
find it easier to deal with higher-order con- 
figurations than with descriptive variables; 
(b) ratings on high-level inferences based on 
background data as well as observations are 
more reliable than those based on observation 
alone; (c) the order of introducing back- 
ground material—prior to or after the inter- 
view—did not affect ratings on items requir- 
ing this material; (d) psychiatric diagnosis 
and prescription appeared to be based mainly 
on a relatively small number of decision fac- 
tors; (e) ratings on a few objectively defined 
items did not coincide with subjective impres- 
sions and yielded lower reliabilities than did 
ratings based on the latter; (f) a knowledge 
of previous difficulty with the law appears to 
have influenced diagnostic judgments some- 
what more than did social and historical ma- 
terial in general; and, finally, (g) sociocul- 
tural variables are more easily integrated into 
the psychiatric diagnostic and prescription 
process at the point of data analysis than at 
the point of data gathering. 


SOME BACKGROUNDS AND TYPES OF ALCOHOLISM 
AMONG WOMEN 


Twila Fort, M.A. 
Austin L. Porterfield, Ph.D. 


The object of the present study is to con- 
nect various elements in the background of 
34 alcoholic women who were members of 
Alcoholics Anonymous with the types of al- 
coholism they displayed and with the dura- 
tion and the severity of their alcoholic pro- 
cesses. The data which it brings together 
were derived from responses to question- 
naires by, and interviews with, members of 
Alcoholics Anonymous groups in three cities 
of Texas during the years 1948-1949. One 
of the authors, Twila Fort, held preliminary 
conferences with 50 women, all of whom 
filled out questionnaires, but full oral inter- 
views were obtained from 34 women only. 


Wrage Foundation 
Texas Christian University 


The data gathered on the latter 34 inter- 
viewees form the basis for the present study. 

Opportunities for observation did not per- 
mit random sampling. Nevertheless, the va- 
riety of social, economic, and educational 
levels and of age classes studied at least as- 
sures that the generalizations or tentative 
conclusions derived from the data are not 
based on the backgrounds and the behavior 
of a narrow segment of the female member- 
ship of Alcoholics Anonymous in Texas. 
Since, however, some of the variables in- 
volved may be influenced by factors specific 
to regional subcultures in the United States, 
the regional limitations of the study group 
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must be considered in interpreting the data. 
For example, the duration of the alcoholic 
process in a woman may be influenced by 
the strength of the negative sanctions relat- 
ing to female drunkenness; and the strength 
and consistency of these sanctions may be 
different in the West, Midwest, South At- 
lantic, et cetera. Some demographic charac- 
teristics which might influence these var- 
iables need to be observed. 


SOME BASIC CHARACTERISTICS OF 
THE INTERVIEWEES. 


All the interviewees were native born 
whites. With the exception of one woman 
from the Atlantic and one from the Middle- 
west, all were reared either in the South- 
west, South Central, or South Atlantic States 
—27, 3 and 2 respectively. Thus the cases 
do not equally represent all the regions in 
the nation; but, on the other hand, they are 
not dispersed greatly enough to obscure the 
interpretation of the effect of social class 
patterns or other independent or quasi-inde- 
pendent variables. 

One arbitrary limitation, which may be 
somewhat selective, was placed on the choice 
of persons to be interviewed: We have ex- 
cluded women whose membership in Alco- 
holics Anonymous was of less than six 
months duration with the belief that at least 
a period of six months must elapse after the 
beginning of treatment to be able to see 
fairly clearly in retrospect. The great ma- 
jority of the interviewees had a membership 
of two or more years. Only two had been 
members of A. A. between six months and 
one year. 

Some independent variables, such as the 
present age, age at joining Alcoholics Anony- 
mous, and original social status, have been 
observed. Present marital status may be 
modified by various aspects of the preceding 
alcoholic process, and, thus, may become a 
dependent variable. Nevertheless, this var- 
iable has been included in the analysis. 

There is not one spinster in the sample. 
Furthermore, the first marriages of these 
women took place before the manifestations 
of the process of alcoholism first appeared. 
An investigator who samples from an alco- 


holic population other than A. A. member- 
ship may find a considerable incidence of 
spinsters.1 Consequently his findings on va- 
rious aspects of the alcoholic process may be 
different from our own, yet not in conflict 
with them. Here, marital status is treated as 
an independent as well as a dependent vari- 
able. 


METHODS OF STUDY 


To assemble data on the prealcoholic social 
integration and drinking history of the cases, 
the women were asked to respond to a ques- 
tionnaire which pertained to their social 
backgrounds and to one related to their 
drinking history. These contained items on 
the subject’s nativity, parentage, school years 
attained, dates of marriage, divorces, num- 
ber of children, drinking habits, and atti- 
tudes of parents and husbands, and some 
questions relating to employment. The ques- 
tionnaires in each case helped to set the stage 
for an oral interview. The object of the oral 
interview was to provide more definite mean- 
ing to answers given in questionnaire items 
and to obtain information which could not 
be gathered by the questionnaire method, 
such as the social and personal repercus- 
sions of drunken behavior. 

The ora! uterview seemed indispensable. 
Following the questionnaires as it did, it 
was welcome by all women, as they felt that 
they had an opportunity to correct some of 
the false impressions which their answers 
to various questionnaire items may have 
caused. Nevertheless, it seemed desirable not 
to attempt to leave all the necessary infor- 
mation to an oral interview; for the ques- 
tionnaire items acted as a strong stimulus 
in the oral interview, and gave it a definite 
direction and orderliness. 


The Study of Personality Factors 


Neither the questionnaire nor the oral in- 
terviews were designed to elicit material on 


1. Harold W. Demone, Jr., remarks in a letter to 
the authors, “Actually the marriage rate of alcoholic 
women chosen from out-patient clinics shows a high- 
er percentage of ever-married than the comparable 
general population group of women of the same age 
range.” 
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personality traits. However, the interviews 
brought out many of the interviewee’s atti- 
tudes, childhood memories, and descriptions 
of early reactions when such items of the 
questionnaire as “parental home,” “school 
life,” “friendships,” and. “marriage” were 
discussed. 

From this material, largely volunteered, 
it was possible to make some tentative diag- 
noses as to neurotic tendencies and other psy- 
chological deviations. As may be seen from 
the analysis of the data, these diagnoses 
seem to have some utility.” 


The Study of the Drinking History 


Case histories of alcoholic women usually 
lack what one may call drinking histories. 
Jellinek has pointed out that drinking his- 
tories have been generally neglected, and he 
has emphasized the importance of drinking 
behaviors.* Thus, the first step in making 
comparisons possible, or even in relating 
various factors to the drinking, seemed to 
be obtaining drinking histories of women. 

For this purpose, the questionnaire on the 
drinking history of A.A.’s, which was men- 
tioned above and which was devised by E. 
M. Jellinek,* has been utilized. This question- 
naire concentrates upon a large variety of 
drinking behaviors in relation to the time at 
which they first occurred in the history of the 
given drinker, and thus serves to establish 
phases in the development of the alcoholic 
process. 

While this questionnaire relates to nearly 
one hundred items of drinking behaviors and 
their concomitants, it is not the object to 
treat each of the items statistically, but to 


2. These tentative diagnoses appear in protocols 
prepared in consultation with Dr. E. M. Jellinek who, 
in 1948-50, was Dean of the Institute of Alcoholic 
Studies in Texas Christian University and Director 
of the “Yale Plan Clinic .. . in the Southwest,” lo- 
cated at Texas Christian University. The plan for 
the protocols covering all cases was devised under 
his direction and had his approval. 

3. E. M. Jellinek, Phases in the Drinking History 
of Alcoholics (New Haven: Hillhouse Press, 1946), 
pp. 1-2. 

4. E. M. Jellinek, A. A. Questionnaire, Devised in 
Collaboration with Members of Alcoholics Anony- 
mous (New Haven: Quarterly Journal of Studies 
on Alcohol, 1948). 


derive from certain constellations of these 
behaviors major developments in the drink- 
ing history. The major developments, con- 
sidered here, begin with the age at the first 
drinking experience, and then follow through 
the first regular, although possibly moderate, 
use to the start of regular heavy drinking, 
and the onset of the preparatory phase, the 
basic phase, and the early and late stages 
of the chronic phase. 

The time elapsing between the onset of the 
preparatory phase and the onset of the symp- 
toms of the late stage of the chronic phase 
represents the total time of the development 
of the alcoholic process. There is a great 
variation of this total time in male alco- 
holics. Although it is important, a compari- 
son of the time of the total alcoholic process 
in male and female drinkers can only be 
touched upon. 

The nature of the onset of alcoholism is 
characterized by such terms as sudden and 
insidious.’ The nature of the onset may con- 
ceivably have some relation to events in the 
life history. 

Types of alcoholism are designated by the 
terms steady, irregular, and periodic, some- 
times with some further qualifications. The 
social repercussions and the effects of these 
repercussions upon the drinker could be dif- 
ferent in persons whose alcoholism is peri- 
odic and those who are continuously inebri- 
ated. 

The locales in which the heavy drinking 
takes place such as home, semiprivate af- 
fairs, public drinking places, and so forth, 
may, on the one hand, give an indication of 
the presence or absence of certain restraints 
in the drinker, and may, on the other hand, 
account for the degree, presence, or absence 
of certain social repercussions of the drunk- 
en behavior. 


5. The “insidious onset of alcoholism” is charac- 
terized either as a slow progression of the various 
symptoms of the prodromal stage over at least two 
years, or otherwise their development within one 
year, but only after three or four years of heavy 
drinking. The “sudden onset” is marked by at least 
some of the symptoms of the prodromal phase with- 
in the first year of heavy drinking, or their simul- 
taneous appearance in the second year of drinking. 
The “onset of heavy drinking” comes when the drink- 
er consumes enough alcohol three or more times a 
week to get at least mildly drunk on most occasions. 
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The drinking history gives, lastly, a rough 
indication of the drinker’s adjustment or 
success in the group of Alcoholics Anony- 
mous. There may be some possibility of pre- 
dicting such adjustment from some features 
of the drinking history, the life history, and 
some traits of the personality. 


COMPILATION OF THE DATA 


The distribution of “present ages,” ages 
at time of joining Alcoholics Anonymous, and 
“membership age” are given in Tables 1, 2, 
and 3. 


Table 1 
Age of Alcoholic Women at the Time of the Study 


Number of 
Women 








Years of Age 
20-24 
25-29 
30-34 
35-39 
40-44 
45-49 
50-54 
55-59 
60-64 





2 | _ ‘ 
RSS KONO WTH ee 


Mean age: 42 years 





Table 2 
Age at Which the Women Joined 
Alcoholics Anonymous 























Table 3 
Number of Years in Alcoholics Anonymous 
Number of 
Membership in Years Women 

6.0-6.19 1 
5.0-5.9 1 
4.0-4.9 3 
3.0-3.9 8 
2.0-2.9 9 
1.0-1.9 10 
Less than 1 year 2 
Mean, 2.7 years 34 





In a random sample of 98 male Texas Al- 
coholics Anonymous members, the mean age 
at joining A. A. was 43.2 years as compared 
with 38 years for women. This difference of 
5.2 years in the ages.of men and women in 
becoming members of A. A., is wide enough 
to be significant—critical ratio 3.1. In an- 
other sample’ E. M. Jellinek reports that 
male Alcoholics Anonymous members be- 
lieved they ‘“‘reached bottom” at the mean 
age of 40.7 years; but the women of the 
present study were already members of Al- 
coholics Anonymous at the mean age of 38 
years. 

It may be said, therefore, that women 
complete their alcoholic process at an earlier 
age than men, or may tend to accept help 
before their alcoholic process is entirely 
completed, or social pressures on women are 
greater and, thus, they are more likely to 














¢ Number of enter a treatment setting earlier than the 
Age When Entering Women seen 
-24 <a : ? 
ws : The distribution of the marital categories 
30-34 3 of the 34 women is given in Table 4. 
35-39 10 
40-44 13 6. Based on replies to the A. A. Questionnaire 
45-49 10 devised by E. M. Jellinek in collaboration with mem- 
50-54 1 bers of Alcoholics Anonymous. These cases were 
55-59 0 included in the files of the Yale Institute of Alco- 
60-64 1 holic Studies in Texas Christian University (1948- 
—_ 1949). 
Mean age 38 years 34 7. Phases in the Drinking History ..., p. 11. 
Table 4 
Marital Status of Women in the Sample 
Number Times Married Times Divorced Widowed 
Marital Status Women 1 2 3 4 0 1 2 3 4 1 2 
Now married 21 10 10 0 1 10 10 0 1 0 2 0 
Now divorced 13 8 5 0 0 0 8 5 0 0 0 0 
Now single 0 0 0 0 0 0 0 0 0 0 0 0 
Ever married 34 18 15 0 1 10 18 5 1 0 2 0 
Totals 34 No. marriages 52 No. divorces 31 Widowed 2 
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The relation of divorce to alcoholism will 
be discussed in another section of this paper. 


Since the taboos on female drunkenness, 
as well as the “protection” of the woman 
alcoholic, may vary greatly from one “social 
class” to another, the study group should 
be described in terms of this attribute. Ad- 
mittedly the classifications are somewhat 
arbitrary, but certain criteria are available. 
For example, the 11 women of upper-lower 
to lower-middle class origin, represented in 
Table 5 came from families whose father’s 
occupations rated a mean score of 61.0 on 
the North-Hatt Scale for occupational pres- 
tige. The 19 women in the middle class cate- 
gory had fathers whose mean occupational 
rating on the same scale was 72.0; the four 
cases which were upper class, or marginal 
to the upper class, 83.0.5 Occupation, how- 
ever, is not the only consideration. 


Profession or occupation enters into the 
categories, but is never decisive. The same 
applies to income, too. Much depends upon 
the people with whom a man of a certain oc- 
cupation associates; conclusions as to the as- 
sociations may be made from such facts, as 
that he belongs to some exclusive social club, 
that his son is an acceptable escort for a 
debutante at the “Assembly Ball,” or that 
his daughter belongs to the Junior League. 
Such factors serve as criteria for placing the 
origin of a woman alcoholic in the upper 
class. 


The hardware wholesaler may have a large 
income, but he may be lower-middle or upper- 
middle class in status. If he and his family 
belong, for instance, to the country club 
crowd, or they are members of the big “so- 
ciety arrangement committees” in the com- 
munity, or if they are among the “first- 
nighters,” or are occasionally invited to the 


8. C. C. North and Paul K. Hatt, “Jobs and Occu- 
pations: A Popular Evaluation,” Opinion News, 
September 1, 1947, pp. 3-13. Cf., Logan Wilson and 
W. L. Kolb, Sociological Analysis (New York: Har- 
court, Brace, 1949), pp. 464-474. See the use made 
of the North-Hatt scale in A. L. Porterfield and 
Robert H. Talbert, Mid-Century Crime in Our Cul- 
ture (Fort Worth: Leo Potishman Foundation, 
1954), p. 66, in which the North-Hatt score attrib- 
uted to “upper class” occupations in Fort Worth is 
77.0; to “middle class” occupations 66.0; and to “low- 
er class” 50.0. 


“mass affairs” of upper society, or are 
reckoned among the so and so many “leading 
citizens,” he and his family will belong to 
the upper-middle class, but otherwise, in 
spite of his large income, the family is lower- 
middle. 

In many communities, however high the 
income of the cafe owner who also operates 
“one armed bandits” or slot machines, he 
will at best be in the upper-lower class be- 
cause his customers, who play the machines, 
are of low social esteem. 

Such factors, checked against the scores 
designated on the North-Hatt occupational 
scale, have been utilized in order to deter- 
mine the social level of origin of the alco- 
holic women in the present study. 

In some instances, the social status has 
been designated as “borderline lower-middle/ 
upper-middle.” Such a label denotes that the 
family in question lives in the style of the 
higher class but has superficial social con- 
tacts with it. 

The social class origins of the thirty-four 
alcoholic women are given in Table No. 5. 


Table 5 
Social Class Origins and Mobility of the Women 
in the Sample 








Vertical Mobility Trends 
Number Up- Down- Un- 





Social Class 





Origin Women ward ward changed 
Upper-lower to 

lower-middle 11 6 0 5 
Lower-middle to 

upper middle 14 4 0 10 
Upper-middle (not 

borderline) 5 1 0 4 
Upper-middle to 

upper-class 4 0 1 3 

Totals 34 11 1 22 





ANALYSIS OF THE DATA 


Conflicting statements have been made by 
students of alcoholism on the nature of the 
etiological factors in this conduct disorder. 
Some have contended that heredity is ex- 
clusively responsible for alcoholics. The pro- 
ponents of this hypothesis have presented 
statistical arguments which, however, do not 
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stand up under critical analysis.* Some au- 
thors stress that neglected children become 
alcoholics; others that overindulgence, es- 
pecially on the part of the mother, is the 
responsible factor. Some sweeping general- 
izations have been made to the effect that 
alcoholism develops in manic-depressive 
characters. Others hold that the schizoid 
character is the breeding ground of alcohol 
addiction.1 Egocentric development, rebel- 
lious characters, sensitive nature, occupa- 
tion, homosexuality, oral fixation, and many 
other factors have been proposed as exclusive 
etiologies. Some investigators attribute al- 
cohol addiction to presumptive physiological 
anomalies and reject the possible roles of 
psychological, social] and cultural factors.!* 

All of these contentions are based on clin- 
ical impressions rather than on formal in- 
vestigations. If one reads the case histories 
of alcoholic men and women one can come 
only to the conclusion that alcoholics form 
a heterogeneous population as to their back- 
grounds, constitutional and personality make- 
ups, motivations, et cetera. Back of the alco- 
hol addiction are constellations of several 
factors, rather than dominant single factors, 
as Haggard and Jellinek have pointed out.’ 
Are there single factors? 


Analysis of Single Factors. 


The parental home influences, to which 
the thirty-four alcoholic women were ex- 
posed, present a picture of extremes. In fif- 
teen homes the conditions may be said to 
have been unfavorable, in some instances 
even to the highest degree, and in fourteen 


9. E. M. Jellinek, “Heredity of the Alcoholic.” in 
Alcohol, Science, and Society (New Haven: Quarter- 
ly Journal of Studies on Alcohol, 1945), Lecture 9; 
and Anne Roe, “Children of Alcoholic Parents Raised 
in Foster Homes,” ibid., Lecture 10. 


10. Cf. R. S. Carroll, What Price Alcohol? (New 
York: Macmillan, 1941). 


11. See E. M. Jellinek, Effects of Alcohol on the 
Individual, (New Haven: Yale University Press, 
1942). 


12. Cf. R. J. Williams, “The Etiology of Alcohol- 
ism” Quarterly Journal of Studies on Alcohol, 7 
(1947), 567-587. 


13. H. W. Haggard, and E. M. Jellinek, Alcohol 
Explored (New York: Doubleday, Doran, 1942). 


families the organization ranged from favor- 
able to highly favorable opportunities. 

Only 4 families in this sample had an or- 
ganization which may be called neutral in 
its socializing influences, i.e., they neither 
gave an impetus*to favorable development 
nor presented marked hazards. The organi- 
zation of these families was “superficial.” 

To one family none of these descriptions 
can apply. In this instance, the interviewee 
lived from her tenth year alternately with 
one parent and then the other, who were 
divorced and both remarried. Each of these 
households represented a well-ordered home 
with good standards and opportunities, but 
the girl suffered from conflicting loyalties. 


Of the 14 families with favorable to highly 
favorable conditions, 7 belonged to the “up- 
per-middle” and “upper” classes. Of the 9 
families designated as “upper-middle” and 
“upper class’ only two failed to offer less 
than favorable opportunities. These two were 
average with “tendency to spoil.” 


Among the 4 families whose home life 
may be said to have been “fair” or rather 
superficial, 3 were rated as “lower-middle” 
and one as “borderline upper-middle class.” 
The one unclassified family belonged to the 
“lower-middle class.” 


The unfavorable conditions were present- 
ed by four “‘lower-middle” and eleven “upper- 
lower” and “borderline lower-middle class’’ 
families. The latter “class” offered nothing 
but “‘noxious” conditions. 


The unfavorable conditions ranged from 
self-isolation and ostracized families—6 cases 
—through “isolated and unorganized’—3 
cases — and “nomadism” with “traumatic 
conditions’”—one case only. 

The “traumatic conditions” comprised 
stabbings and utterly barbarous punish- 
ments. In one instance of home life, a no- 
madic family in which traumatic violence 
was frequent, the daughter manifested no 
neurotic tendencies. In another family with 
traumatic home life the daughter showed 
nothing beyond an “inadequate personality.” 
In both these instances the interviewees had 
little training in restraint, and their re- 
sponses on the occasions of their first drink- 
ing experience, at the ages of 23 and 16 re- 
spectively, were completely undisciplined. 
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Generally, however, the alcoholic women 
coming from the fifteen families with the 
unfavorable conditions may have been neu- 
rotic before they became alcoholics. Because 
of certain features of the present analysis, 
the further discussion of the incidence of 
neuroticism will be given at a later juncture. 


Two of the women had alcoholic fathers 
and one had an alcoholic mother—a rate 
which may be unusually low. Eleven of the 
women had one or two alcoholic siblings, and 
9 had at least one alcoholic husband. Eight 
of the women had abstaining parents, but 
all had at least one drinking example, or per- 
son, as a close associate in either the par- 
ental or the husband-wife family. 

The presence of alcoholism among family 
members cannot be excluded as indications 
of a possible etiological factor.14 But such 
incidence may flow out of a family cultural 
pattern, which may shift with the transition 
between generations. 

Marriage to alcoholic husbands may play 
a role in the alcoholism of wives, but this 
role is difficult to evaluate. In some instances 
divorce from the alcoholic husband occurred 
before the wife had acquired the habit of 
heavy drinking. In other instances the wom- 
en were alcoholics before their (second) 
marriage to an alcoholic husband. The pres- 
ence of an alcoholic husband may influence 
the course of the wife’s alcoholism, but this 
influence could have different results. It 
may mean that the main restraining in- 
fluence of the husband is lacking if he is an 
alcoholic, and thus the wife’s alcoholic pro- 
cess may be prolonged; but sometimes the 
alcoholic husband is less understanding and 
more intolerant than a moderate drinker, and 
so her alcoholic process may be shortened. 
The latter attitude, however, is more likely 
to lead to divorce. Furthermore, if husband 
and wife are both alcoholics and always drink 
together, the wife may be protected from pos- 
sible harassing social experiences. 

The role of the presence or absence of chil- 
dren may be greatly modified by their ages 
at the onset and the climax of the mother’s 
alcoholism. In a larger study, the roles of 


14. Carney Landis, “Theories of the Alcoholic 
Personality,” in Alcohol, Science, and Society, Lec- 
ture 11. 


husbands and children should be studied in- 
tensively. For the women in this survey, the 
presence of children did not delay the onset 
of alcoholism. Worry about the possible ef- 
fect upon the children, if it appeared at all, 
came only in the late stages of alcoholism. 


The Onset of the Prodromal Phase 
of Alcoholism 


The onset of alcoholism took place before 
the age of 30 in eighteen women and above 
that age in 16 women, or 53 per cent and 47 
per cent respectively. This sample is too 
small to express the observations as percent- 
ages, but, for what it may be worth, these 
percentages, compared with those in alco- 
holic men, are 67 and 33 per cent respec- 
tively. 

In 17 women the onset was sudden and 
in 16 it was insidious. In one it was indefi- 
nite. The type of drinking was “periodic” 
in 6 women, “irregular” in 10 and “steady” 
in 18 women. The comparison of the nature 
of the onset and the type of drinking between 
male and female alcoholics is not feasible at 
this time. 

The time of the total development of the 
alcoholic process, i.e., the time elapsing be- 
tween the onset of the prodromal phase and 
the full development of the late chronic stage 
ranged from 4 to 17 years. The frequency 
distribution of this characteristic is shown 
in Table 6. 


Table 6 


. Variations in Time of Total Development of the 
Alcoholic Process in the Women of the Sample 











Number Number 
Years Women Years Women 
4-5 12 12-13 4 
6-7 3 14-15 3 
8-9 2 16-17 4 
10-11 6 Mean, 9.2 years 34 Total 





This compares with 15.6 years in alcoholic 
males.!® The difference is 6.4 years. This 
difference is so marked that it hardly re- 
quires a test of statistical significance. 

In keeping with this fast development of 


15. Unpublished data which were included in the 
files of the Yale Institute at Texas Christian Uni- 
versity (1948-1949). 
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the alcoholic process in women is the fact 
that some of the phases were, to all appear- 
ances, practically simultaneous. The symp- 
toms of the prodromal and basic phases ap- 
peared together in nearly half of the women, 
and there was hardly any distinction be- 
tween the early and late stages of the chronic 
phase, except for those women whose al- 
coholic process took longer than ten years 
and, even in those, the phases were not as 
clear-cut as in male alcoholics. 


The Social Repercussions of Alcoholism 


The duration of the alcoholic process is 
not the predominant determining factor in 
the extent of social repercussions in alco- 
holism. The protection which the husband 
may give, and the locale of drinking (namely, 
whether the woman drinks in public places, 
on semiprivate occasions, or in her own 
home) may be more important factors in the 
causation or prevention of serious or hu- 
miliating, social experiences. 

The severity of these social repercussions 
in women cannot be measured by the same 
standards as in men. Women are less exposed 
to jailing and brawls, as well as to the loss of 
important jobs, although these features are 
not entirely absent from the histories of 
these women. But social discrimination 
against the children, especially against the 
daughter, because of the drunkenness of a 
parent is to the woman alcoholic a great 
shock, while it may not even be noticed by 
an alcoholic father. Women in this survey 
have expressed this attitude quite markedly. 

Some of these women, who were hardly 
exposed to observation, imagined that they 
were being discriminated against, and sus- 
pected gossip about them. This suspicion 
and anticipation of stricture is also true of 
the male alcoholic. 

Twelve of the 34 women suffered from 
social ostracism. Three became self-isolated 
in anticipation of ostracism. In addition, 12 
other women, who were not socially ostra- 
cized, suffered serious social consequences 
from their drunkenness, such as literally be- 
ing picked up from the gutter, being arrested, 
or subjected to sexual humiliation. In 7 of 
the cases, the social repercussions were mild 
or practically absent. Five of these women 


drank exclusively at home either alone or 
with their husbands, but never in the pres- 
ence of others. One drank at home and on 
semiprivate occasions, and only in public 
with her husband. The other drank predomi- 
nantly on semiprivate occasions. There were 
at least two instances in which serious social 
consequences resulted in spite of the fact 
that the drinking took place at home only. 


Analysis of the Interrelation of 
Some Factors 


Abraham Myerson’ expressed doubt that 
alcoholism is the resultant of neurotic con- 
flicts, frustrations, and anxieties because 
women suffer to no less extent than men 
from such complaints, but alcoholics are 
much more numerous among males than 
among females. He has, however, overlooked 
the possibility that the greater the negative 
sanctions against female drunkenness, the 
greater the likelihood that only women with 
the greatest anxieties may take the alcoholic 
way out. 

In our study, 18 of the 34 women were not 
well adjusted before the beginning of their 
heavy drinking. These represented various 
“neurotic reaction types,” as indicated in the 
protocols. 

Neurotic character, however, as an etio- 
logical factor in alcoholism does not seem to 
develop in a capsule. Of the 18 women who 
showed signs of maladjustment before the 
beginning of their heavy drinking, the par- 
ental homes of 10 were isolated and, in two 
other cases, superficial. In the light of the 
background of these women, it might be 
possible to hold that these earlier signs of 
maladjustment and the subsequent alcoholic 
disorder as variables tend alike to be re- 
sultants of situational factors evolving out 
of the past.1® 


16. Abraham Myerson, “Alcohol: A Study of So- 
cial Ambivalence,” Quarterly Journal of Studies on 
Alcohol, 1 (1940), 13-20. 


16a. For example, Theda was the oldest child of a 
railroad conductor, who occasionally became intoxi- 
cated. Her mother was a moderate user. One brother 
was an alcoholic. She ran through three salesmen 
husbands by the time she was 42 years old, the third 
of whom was a heavy drinker. At 43, she married 
an alcoholic. Her marrying experience began at 17— 
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The absence of maladjustments in 11 of 
the cases demands an analysis of other pos- 
sible factors and, of course, a comparison 
of the incidence of factors among the women 
who had prealcoholic maladjustments. Fur- 
thermore, these factors may be viewed in 
relation to some characteristics of the alco- 
holic process and the “social repercussions” 
of the alcoholic behavior. 

The most conspicuous feature in the com- 
parison of etiological factors is that, in the 
11 women without prealcoholic maladjust- 
ments, all but one developed their alcoholism 
immediately following some well-defined, 
highly emotional stress which they recog- 
nized as such. On the other hand, in only 3 
of the 18 women with “neurotic” character 
did the alcoholism connect with such an emo- 
tional event; and 2 of these 3 were meno- 
pausal stresses. Three of the 5 women who 
could be called “inadequate personalities” 
showed no emotional crises preceding their 
alcoholism. This latter group is too small 
to suggest conclusions. 


she “wanted to be her own boss.” She was divorced 
at 19, married again at 20, and divorced again at 
26—this time to escape a triangle: “there was an- 
other woman.” At 27, she married a third husband 
who had, himself, been married three times. He 
built her up. Then, he let her down for another 
woman. Then, Theda contemplated suicide. 

Theda took her first drink at 22, the time of her 
second marriage. Her second husband was an oc- 
casional drinker. This was one of the occasions. Her 
heavy drinking began at 35 under the stress of her 
marital let-down. She recovered from her alcoholism 
after marrying an alcoholic—another salesman. 

It is easy to call her “neurotic;” but she became 
“neurotic” just as she became “alcoholic.” She spent 
her childhood in a home in which the father worked 
at night, slept in the daytime, wanted no children 
around to disturb him, felt no one else was good 
enough for his family, questioned the children’s 
friendships, and became intoxicated in their pres- 
ence. But Theda was popular in high school, took 
leading parts in plays, and was captain of the girls’ 
basketball team. She did not become neurotic through 
purely individual factors. 

Or, if we take the case of Tess, who is included 
among the “neurotic” women, we find many trau- 
matic factors in her early development. Her older 
sister was sadistic and whipped her, nude, in the 
bathroom. Her mother made Tess contemptuous of 
her father to whom she felt superior; and, in general, 
Tess felt unwanted in a hostile environment. Here, 
again, personality difficulties are not merely indi- 
vidualistic, but related to psychogenic conditioning. 


Thus, in the total of 34 women, there were 
only 4, i.e., roughly 12 per cent, whose alco- 
holism was preceded by no “neurotic” ten- 
dencies or strong emotional stress. In view 
of the greater restrictions on female drunk- 
enness, it is possible that women are not 
liable to become alcoholics unless they are 
handicapped by neuroticism, which is also a 
resultant of previous experience, or are under 
the impact of strong emotional stimuli. 

Perhaps, as a consequence of the action of 
emotional stimuli, the women “without pre- 
alcoholic maladjustments” were on the aver- 
age 4.5 years older at the time of their alco- 
holism than the woman with “neurotic” car- 
acters. Furthermore, 73 per cent of the for- 
mer and only 44 per cent of the latter had 
periods of less than 10 years development 
of their alcoholic processes. 

The variations in the length of time seem 
to be determined largely by the presence or 
absence of neuroticism, although there may 
be modifying factors which, in the present 
sample, cannot be evaluated. 

The data are not presented as “evidence” 
but rather as indications of possible trends 
and as leads for further researches. These 
leads recommend themselves particularly be- 
cause of their consistency. 

The “social repercussions” of alcoholism 
do not seem to be influenced by the presence 
or absence of neuroticism, or by the length 
of the alcoholic process, but social status may 
be a determining factor. 

The following percentages are not given 
as statements of relative magnitudes, but 
again merely as indications of possible 
trends. 

“Marked” and “severe” social repercus- 
sions were experienced inside the home by 
about 28 per cent of the upper-lower to 
lower-middle class women and outside it by 
approximately 80 per cent; of the upper- 
middle to lower-upper class women, about 67 
per cent within the home and 44 per cent 
without. 


The trends are opposite “within” and “out- 
side” the family. The impression that mem- 
bers of the “higher social classes”? are more 
protected against public disgrace is borne 
out by these data. Within the family, how- 
ever, the “upper classes” seem to punish fe- 
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male drunkenness more severely than do the 
“lower classes.” 

Many other questions could be raised, but, 
the limitations of the sample do not permit 
intricate analysis. 


SUMMARY AND INDICATIONS 


Thirty-four women members of Alcoholics 
Anonymous were presented questionnaires 
and were interviewed in order to obtain data 
on the course of alcoholism in women and to 
obtain some indications of factors involved 
in their alcoholic processes. 

The expression, “indications,” is used here 
rather than conclusions, as the size of the 
sample does not warrant the latter. 

The indications are as follows: 

(a) The time for the development of the 
entire alcoholic process appears to be con- 
siderably shorter in women than in men. 

(b) The phases of the process appear to 
be less distinct in female alcoholics than in 
male alcoholics. 

(c) Only a small proportion of the women 
seem to develop their alcoholism in the ab- 
sence of personality difficulties or strong 
emotional stresses. 


(d) “Dated alcoholism,” i.e., the onset of 
alcoholism in connection with a highly emo- 
tional event was in this study group the rule 
for the women “without prealcoholic mal- 
adjustments,” but it was the exception for the 
women with personality difficulties preced- 
ing the onset of heavy drinking. 

(e) The latter women may have a lower 
onset age, a higher incidence of insidious on- 
sets, and require a longer time for the de- 
velopment of the alcoholic process than the 
former. 

(f) Personal maladjustments, as related 
to alcoholism, may also be predominantly 
the resultants of situational factors evolving 
out of the past and thus require as much “ex- 
planation” as the latter. A close reading of 
the protocols adds strength to this likelihood. 

(g) The degree of the social repercussions 
of alcoholism among the women seems to be 
determined more by social status than by any 
other factor. 

(h) More qualitative analysis needs to be 
undertaken on the basis of the 34 protocols.!7 


17. These protocols are included in a Master of 
Arts thesis by Twila Fort, entitled, A Preliminary 
Study of Social Factors in the Alcoholism of Women, 
1949, in the Texas Christian University Library. 
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1. 


Robert S. Schwab and Albert C. England, 
Jr. (Harvard Medical School and Massachu- 
setts General Hospital), “Parkinson’s Dis- 
ease Rehabilitation Aspects,” Rehabilitation 
Literature, 22 (1961), 326-336. 


The authors of this paper feel that there 
is no greater challenge in the field of re- 
habilitation than that presented by Parkin- 
son’s disease. It is estimated that between 
400,000 and 500,000 patients have this dis- 
order in the United States. With some pa- 
tients (15 per cent) the symptoms are so 
mild as to necessitate no rehabilitation. 
About 5 per cent are so severely affected 
that rehabilitation will prove useless. Some 


250,000 or more, however, would greatly 
benefit from a carefully prepared plan of 
rehabilitation. 

There are five basic areas involved in the 
program of rehabilitation of patients. All 
must be developed in order to achieve suc- 
cess. The first of these, the general medical, 
is discussed in some detail by these special- 
ists from their own experience as well as 
that of other authorities. 

The second factor, nutrition, is considered 
as of great importance as the patient often 
does not eat adequately due to the length of 
time he takes in eating, fumbling and other 
symptoms, as well as a sense of frustration. 

Physiotherapy and exercise, the third as- 
pect of the rehabilitative program, is diffi- 
cult but essential. A list of mechanical aids 
for helping the patient with Parkinson’s 
disease is suggested as possible to help them 
adjust to their handicaps. Types of physio- 
therapy and exercise which have proven ben- 
eficial in many settings are presented brief- 
ly. 

Drug therapy, the fourth part of the pro- 
gram, is touched on lightly, though clearly 
enough for the medical layman to under- 
stand its importance. The tailoring to suit 
the individual’s needs of the available drugs 
requires time and interest of the physician 
as well as full cooperation on the part of the 
patient and his family. 

Under the heading psychological measures, 
the last element in the program, the authors 
discuss both psychological and sociological 
programs of rehabilitation. Emphasis, of 
course, is placed on the mental and emo- 
tional states of the person, his acceptance of 
his illness, the sometimes lengthy course of 
the disease, its crippling effects, et cetera. 
The part played by the family in the process 
is given great emphasis as the authors state 
that “an understanding spouse is probably 
the most valuable asset a patient with this 
disease can have.” The physician-patient re- 
lationship, as well as that of the patient with 
siblings, children and neighbors, is explored 
also. A sixth point, surgery, is discussed, if 
suitable and indicated for the patient. It is 
encouraging to see the growth of emphases 
on the total situation, biological, psychologi- 
cal, sociological and cultural, in the rehabili- 
tation of those who are ill. C.W.A. 
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2. 


Beverly Diamon (National Council on Ag- 


ing), “Casework with Aging,” Social Case- . 


work, 42 (1960), entire issue. 


This is a report of a Seminar held at Ar- 
den House, Columbia University, involving 
approximately eighty outstanding social 
workers, educators, and resource persons 
from related fields. Included are the techni- 
cal and background papers which served as 
a basis for the workshop discussions, sum- 
maries of the workshop and panel discus- 
sions, and implications of the Seminar in 
developing adequate procedures to deal with 
the problems of aging. The background pa- 
pers included in this issue are: “The Aging 
Population: A Challenge to Social Work’ 
(Wayne Vasey) ; “The Influence of the So- 
cial Structure on Casework Practice with the 
Aging” (Esther Lazarus) ; “Basic Issues in 
Casework with Older People” (William Pos- 
ner); “Diagnostic Considerations in Case- 
work with Aged Clients’ (Helen Lampe) ; 
“Use of the Relationship in Casework Treat- 
ment of Aged Clients” (Helen Turner) ; 
“Guardianship and Protective Services for 
Older People” (Virginia Lehmann); and 
“Responsibility, Self-Determination, and Au- 
thority in Casework Protection of Older 
Persons” (Edna Wasser). R.H.T. 


3. 


Odin W. Anderson (Health Information 
Foundation), “Private and Public Action in 
Meeting Health Needs,” Annals, 337 (Sep- 
tember, 1961), 57-60. 


The health field is a prime example of 
parallel and interrelated private and public 
action. Government presently has responsi- 
bility for public health programs, medical 
care for recipients of public assistance, pro- 
grams for veterans with service-connected 
disabilities, and for patients with diseases 
such as tuberculosis and mental conditions. 
Responsibility is shared between various 
levels of government and private efforts for 
costs of constructing new facilities and for 
training new health personnel. Government 
provides funds for more than half of all 
medical research. For direct personal health 


services, however, the private sector has 
been and is the overwhelming source of 
funds. The current major challenge to the 
private sector in providing for direct per- 
sonal health service is the debated proposal 
to provide medical care for the aged through 
the Old Age, Survivors and Disability In- 
surance Act. Such an enactment would es- 
tablish a precedent, because an entire age 
group would be included regardless of in- 
come, relative need for medical care, inci- 
dence of specific disease entities, or special 
obligations. And it could open the way for 
universal government health insurance. In 
the last analysis, it would not be practical 
for government to provide the range of 
choice in health services currently available. 
Presumably, a plan of basic, minimum 
health care guaranteed to all would be de- 
vised with individuals purchasing added 
services directly or through private systems 
of health insurance with the likelihood of two 
grades of care. AA 


4, 


Howard E. Freeman (Harvard Universi- 
ty), “Attitudes Toward Mental IIlness 
Among Relatives of Former Patients,” 
American Sociological Review, 26 (1961), 59- 
66. 


Among relatives of formerly hospitalized 
patients, attitudes toward the etiology of 
mental illness, the mental hospital, the nor- 
malcy of former patients, and the responsi- 
bility of patients for their condition were 
assessed by means of short, structured scales. 
These attitudes were found to be associated 
with education, age, and verbal ability. 
There was no relationship, however, between 
these attitudes and social class, independent 
of education. The analysis suggests that “en- 
lightened” attitudes toward mental illness 
can be more parsimoniously accounted for 
on the basis of differential verbal skills than 
on the basis of differences in “style of life.” 
Attitudes of relatives were also found to be 
associated with the posthospital behavior of 
the patients. Difficulty may be anticipated 
in implementing procedures to modify the 
attitudes of patients’ family members, for 
their attitudes appear to be “rooted” in a 
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set of diverse elements that includes sociali- 
zation as well as situational variables. AA 


5. 


Tom D. Y. Chin and William M. Marine 
(U. S. Public Health Service), “The Chang- 
ing Pattern of Poliomyelitis Observed in 
Two Urban Epidemics,” Public Health Re- 
ports, 76 (1961), 553-563. 


In 1959, major epidemics of type I polio- 
myelitis occurred in Des Moines, Iowa, and 
Kansas City, Missouri. A total of 135 cases 
were reported in Des Moines, and 210 cases 
were reported in Kansas City. In both epidem- 
ics the majority of the cases occurred among 
Negroes and the poorer white residents in 
the center of the city. The poliomyelitis at- 
tack rate among Negroes in Des Moines was 
twenty times that of the upper white popu- 
lation; in Kansas City, the difference was 
thirty-two-fold. In both epidemics the inci- 
dence of poliomyelitis was highest in chil- 
dren under five years of age; this was at 
variance with the age distribution observed 
in previous epidemics in these two cities 
when the rates were generally highest in 
children five to nine years old. 

The epidemiologic pattern observed in the 
1959 epidemic was different from that of 
previous epidemics. The change appears to 
be related largely to the widespread use of 
the Salk vaccine during recent years. 

Both the Des Moines and the Kansas City 
data indicate that the Salk-type vaccine was 
highly effective in protecting adequately im- 
munized individuals against paralytic polio- 
myelitis. The efficacy was estimated to be 
eighty per cent in the Des Moines study and 
seventy-seven per cent in the Kansas City 
study. The data suggest that high levels of 
vaccination might also have an influence on 
limiting the spread of polio-virus in the com- 
munity. AA 


6. 


Sidney H. Croog (Harvard School of Pub- 
lic Health), “Ethnic Origins, Educational 
Level, and Responses to a Health Question- 
naire,” Human Organization, 20 (1961), 65- 
69. 


In this research report the author analyzes 
the results of a questionnaire given to 1,180 
Army inductees from five “ethnic” groups 
(Jewish, Italian, Irish, British, and Ger- 
man). The questionnaire used, the Cornell 
Medical Index, is designed to obtain data of 
medical and psychiatric content which will 
reveal attitudes concerning interpretation of 
health and disease symptoms. Men who were 
selected for the study had identified both 
their parents as being of a specific national 
origin. 

It was found that inductees of Jewish and 
Italian ethnic origin recorded the highest 
median number of affirmative responses re- 
garding symptoms and illnesses, whereas 
the British, Irish, and German responses 
were similar among themselves, but signifi- 
cantly lower. The educational level of the 
inductees within each ethnic group was ex- 
amined but no significant relationship was 
found except in the case of the Italian group. 

While dealing with specific questions of 
test results and ethnic origins, the author 
suggests that this research has implications 
in several areas. “Factors which lead people 
to obtain medical care, which affect their 
perceptions and responses to therapy, and 
finally which determine the latter subjective 
evaluation of the effectiveness of treatment 
all have roots in how an individual perceives 
and expresses his symptoms.” The findings 
in this study, as well as in many other 
studies of a somewhat similar nature, sug- 
gest the need for more exploration into the 
variations of group reactions to illness and 
symptoms of illness. Future studies might 
explore the influence of acculturation upon 
ethnic attitudes, as the process of integra- 
tion into American society continues. 

R.H.T. 


7. 


Lloyd H. Rogler and August B. Hollingshead 
(University of Puerto Rico and Yale Uni- 
versity), “The Puerto Rican Spiritualist as 
a Psychiatrist,” The American Journal of 
Sociology, 67 (1961), 17-21. 


Preliminary study of schizophrenia in the 
lower class in San Juan, Puerto Rico, sug- 
gests that spiritualists often serve as psychi- 
atrists and that spiritualism functions as a 
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therapeutic outlet for mental illnesses. A 
mentally afflicted individual, alienated from 
his social groups by his deviant and enig- 


matic behavior, may find that a group of 


spiritualists accepts his behavior. Participa- 
tion in a spiritualist group serves to struc- 
ture, define, and render the aberrant be- 
havior institutionally meaningful. Spiritual- 
ism serves the afflicted without the stigma 
of attending a psychiatric clinic. AA 


8. 


Thomas S. McPartland, John H. Cumming, 
and Wynona 8. Garretson (Greater Kansas 
City Mental Health Foundation), “Self-Con- 
ception and Ward Behavior in Two Psychi- 
atric Hospitals,” Sociometry, 24 (June, 
1961), 111-124. 


This paper reports the results of a study 
of the relation of patients’ reported con- 
ceptions of self to their behavioral charac- 
teristics in a psychiatric treatment setting, 
and its replication in a markedly different 
hospital. Both studies find that self-concep- 
tions, as reported in writing in response to 
the question, “Who am I?” are reliably re- 
lated to different levels of ward behavior 
and to the occurrence of grossly disturbed 
actions as well. The studies use the analyses 
of different kinds of self-conceptions to 
bring these findings into relationship with 
the theoretical notions of symbolic interac- 
tion. AA 


9. 


Henry Wechsler (Massachusetts Mental 
Health Center and Harvard Medical School), 
“Community Growth, Depressive Disorders, 
and Suicide,’ The American Journal of So- 
ciology, 67 (1961), 9-16. 


A study of the relationship of population 
growth to the frequency of hospitalized men- 
tal illness and suicide in fifty Massachusetts 
communities indicates that rapidly growing 
communities tend to produce significantly 
higher rates of hospitalized depressive dis- 
orders and suicide, but not of schizophrenia, 
alcoholism, or other mental disorders. Alter- 
native explanations of the findings are that 
(1) the higher rates of depression and sui- 


cide are a factor of the social disorganiza- 
tion associated with rapid growth of small, 
intimate communities and/or (2) these 
rates can be accounted for by selective mi- 
gration of depression-prone individuals. AA 


10. 


Pearl Bierman (American Public Welfare 
Association), “Meeting the Health Needs of 
Low Income Families,” Annals, 337 (Sep- 
tember, 1961), 103-113. 


Individuals and families with incomes in- 
sufficient to meet their medical expenses 
cannot necessarily in all states and com- 
munities count upon assistance from volun- 
tary or public medical care programs. A 
number of states have not taken full advan- 
tage of federal matching funds in the fed- 
eral-state public assistance programs to pro- 
vide for the medical needs of recipients. 
Relatively few states meet all medical re- 
quirements of needy persons. Although there 
is considerable interest and some programs 
have been developing in the new category of 
Medical Assistance for the Aged, which was 
authorized by Congressional action in 1961, 
the states in general are not achieving the 
congressional intent of a program with lib- 
eral eligibility requirements in a broad scope 
of services. AA 


aL. 


Kurt W. Deuschle (University of Kentucky 
College of Medicine), “Organizing Preven- 
tive Health Programs to Meet Health 
Needs,” Annals, 337 (September, 1961), 36- 
45. 


Despite impressive progress in the field 
of preventive medicine, we are desperately 
lagging in the application of known preven- 
tive measures for many disease problems in 
our society. While the utopia of optimum 
health for all people may never be realized, 
fuller utilization of existing knowledge of 
preventive medicine should be anticipated. 
The achievement of this, however, requires 
recognition by individuals, families, and 
communities that this type of medicine is an 
enormous challenge. Unless we are willing 
to commit ourselves to the development and 
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organization of preventive medical services, 
our energies and investigative efforts will 
be consumed in restoring health that was 
lost because prevention was not carried out. 
AA 


12. 


Frank van Dyke and Ray E. Trussell (Co- 
lumbia University School of Public Health 
and Administrative Medicine), “Voluntary 
Hospital Insurance as a Mechanism for 
Meeting Health Needs,” Annals, 337 (Sep- 
tember, 1961), 70-80. 


Insurance for hospital care in the United 
States covers more than three-quarters of 


the population and pays more than half of - 


hospital bills paid from private income. Ben- 
efits to many insured persons are minimal 
and some benefits important to the health 
are not regularly provided. Coinsurance, de- 
ductables, experience rating, and costs of 
nongroup commercial insurance limits the 
effectiveness of coverage. Hospital costs are 
rising. Hospital costs can be kept within 
bounds by insurance benefits and payments 
designed to encourage quality of care, com- 
munity review and control through plan- 
ning and licensure, review and control of 
unnecessary hospital utilization and con- 
struction, and by recognition of the impor- 
tance of organization of medical care as a 
method of promoting quality and curtailing 
costs. AA 


13. 


Dennis C. McElrath (Northwestern Univer- 
sity), “Perspective and Participation of 
Physicians in Prepaid Group Practice,” 
American Sociological Review, 26 (1961), 
596-607. 


The level of participation of a stratified 
sample of physicians in large group medical 
practices serving prepaid subscribers is sig- 
nificantly associated with their views of cli- 
ents, colleagues, and other aspects of their 
practice. The perspective shared by physi- 
cians with a high level of participation in 
this form of medical organization reveals a 
particular interpretation of those aspects of 
their practice which departed from preva- 


lent practice and which were the focus of a 
history of controversy. Their interpretation 
is analysed as a “defensive perspective,” and 
found to be related to the participation of 
professionals in emergent complex organiza- 
tions. AA 


14, 
Anne Ramsey Somers (Haverford College), 
“Comprehensive Prepayment Plans As A 


Mechanism for Meeting Health Needs,” An- 
nals, 337 (September, 1961), 81-92. 


The comprehensive prepayment plan occu- 
pies an anomalous position in current health 
insurance developments. Long supported by 
leading medical educators, it has received 
the repeated protection of the courts, includ- 
ing the United States Supreme Court. In 
1959 it obtained unenthusiastic but official 
endorsement of the American Medical As- 
sociation House of Delegates. National press 
has been highly favorable, and, in those 
areas where plans operate, the local press 
has usually been friendly. Nevertheless, com- 
prehensive prepayment has not kept pace 
with the general increase in health insurance 
enrollment. The larger plans have continued 
to grow, but, as a general mechanism for 
meeting health needs, comprehensive pre- 
payment remains limited to a few geograph- 
ical areas and probably covers no more than 
2 to 3 per cent of all health insurance en- 
rollees. There appear to be two main reasons 
for the slow growth: the opposition of or- 
ganized medicine and slow public acceptance. 
Industry and labor have been the most open- 
minded sectors of the community on the is- 
sue, and from them comes much of the fi- 
nancial support required for the building of 
clinics and hospitals. One conclusion seems 
clear. If comprehensive prepayment does not 
establish itself as a generally available meth- 
od of providing medical care for the Ameri- 
can people, a principal alternative to increas- 
ing government intervention in medical care 
will have been eliminated. AA 


15. 


Theodore Xenophan Barber (Worchester 
Foundation for Experimental Biology and 
Medfield State Hospital), “Physiological Ef- 
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fects of Hypnosis,” Psychological Bulletin, 
58 (1961), 390-419. 


There has been much interest in recent’ 


years in the physiology of hypnosis. What 
effect can suggestions about intensity of 
stimulation during hypnosis have on evoked 
potentials in the primary sensory pathways 
or primary sensory cortical areas? To what 
extent can circulatory or gastrointestinal 
processes be controlled by hypnotic sugges- 
tion? After a thorough review of research 
in this area, Barber concluded that: (1) be- 
havior similar to hypnotic color-blindness 
and hypnotic blindness “can be induced in 
normal persons by simply instructing them 
to remain inattentive and unresponsive to 
visual or auditory stimuli;”’ (2) “a number 
of physiological effects which have been 
considered as peculiar to the ‘hypnotic state’ 
appear to be relatively commonplace per- 
formances;” (3) the production of localized 
blisters, cure of warts, alteration of blood 
glucose levels, tachycardia, and some similar 
“hypnotic” phenomena “can apparently be 
elicited with or without ‘hypnotic induction’ 
in a small number of individuals who possess 
a specific lability of the physiological sys- 
tems involved;” (4) “an extensive series of 
experiments has failed to find a physiologi- 
cal index which differentiates ‘the hypnotic 
state’ from ‘the waking state;” and (5) ap- 
propriately predisposed persons do not have 
to be hypnotized to carry out behaviors which 
have been associated with hypnosis. Barber 
suggests that “further investigation into the 
nature of ‘hypnosis’ might well bypass the 
concepts of ‘hypnotic induction’ and ‘trance 
state’ and focus on biographical and situa- 
tional factors which may account for certain 
individuals responding to symbolic stimula- 
tion from another person with so-called ‘hyp- 
notic’ behavior.” E.L.B. 


16. 


William J. King (Human Factors Engineer- 
ing Group, General Dynamics/ Astronautics, 
San Diego), “Continuous Compensatory 
Tracking by a Cebus Monkey,” Science, 134 
(1961), 947-948. 


This article will be of interest to research 
workers interested in using “sub-human 


primates to perform continuous compensa- 
tory tracking tasks that are not unlike those 
faced by human trackers.” The tracking ap- 
paratus and training procedure are described 
and graphic records of a monkey’s perform- 
ance are presented. The apparatus and tech- 
nique will be especially helpful to research 
workers interested in the neurophysiological 
basis of tracking behavior. E.L.B. 


17. 


Frank Morrell (Stanford University School 
of Medicine), “Electrophysical Contributions 
to the Neural Basis of Learning,” Physiolog- 
ical Reviews, 41 (1961), 443-494. 


This article is an excellent summary of 
recent work on the neurophysiological basis 
of learning. The author reviews the research 
in line with two main types of electrical 
activity: “(1) alterations in spontaneous 
rhythms—(a) the activation pattern, (b) 
synchronous slow rhythms; and (2) altera- 
tions in evoked potentials—(a) responses to 
single stimuli, (b) responses to rhythmic or 
repetitive stimuli.” The author concludes 
that caution is necessary in interpreting the 
mass of data which are rapidly accumulat- 
ing in this area, and he also presents some 
examples of new conceptual problems which 
have emerged from this type of research. He 
notes: (1) ... there is a drastic need for 
a mathematics of nonstationary time series 
to deal with transient ‘plastic’ events, to 
measure systematic short-term variance 
rather than long-term stability; (2) when 
‘educated’ neurons can be unequivocally 
identified the search for information storage 
mechanisms is likely to involve a molecular 
or submolecular level of organization. The 
study of neuronal specificity in embryogene- 
sis may offer some analogical models on 
which to build appropriate hypotheses.” The 
author also calls attention to the “positive 
feedback or self-regenerative cellular be- 
havior” of biological systems as an appropri- 
ate model for interpreting the neural basis 
of learning. Anyone interested in the neural 
basis of learning will find this article help- 
ful in integrating the mass of recently ac- 
cumulated data in this area. E.L.B. 
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18. 


Huntington Williams, Ann Miller, and Jo- 
seph Gordon (Baltimore City Health De- 
partment), “Use of Teenage Student Volun- 
teers in a Local Health Department,” Public 
Health Reports, 76 (August, 1961), 665-670. 


During the summer of 1959, twenty-four 
students contributed 2,550 hours of volun- 
teer work to the Baltimore City Health De- 
partment. The cash outlay by the health de- 
partment for the program during a ten-week 
period was only $32.11. 

The students were recruited largely 
through public school staff bulletins and 
personnel, the American Red Cross local 
chapter, and a local hospital. Both health 
department staff and student volunteers 
participated in orientation periods. Students 
worked in various assignments under desig- 
nated supervisors in public health nursing, 
child hygiene, medical care, and laboratories. 
Problems related to work assignments and 
ages of students need further study. Health 
department staff members considered the 
project valuable, and it was continued during 
the summer of 1960, when twenty-eight stu- 
dents contributed 2,070 hours of service. AA 


19. 


Loretta C. Ford (formerly Boulder County, 
Colorado Health Department), “The 5 Ele- 
ments of Progressive Patient Care,” Nursing 
Outlook, 8 (1960), 436-439. 


Progressive patient care is the organiza- 
tion of facilities, services and staff around 
the medical and nursing needs of the patient. 
The five elements are defined in terms of 
five units of care. These units are: an in- 
tensive care unit, intermediate care unit, 
self care unit and long term care unit in a 
hospital. The fifth unit is the home care unit. 
The article discusses the reasons for placing 
a person with diabetes mellitus in each area. 
The sequential transfers are related to stages 
of need in the patient. The reasons include 
the need for experiential help toward accept- 
ance of the reality of having diabetes and 
of the limitations imposed by this illness. 
After acceptance came the need to learn 
self care. The patient’s readiness to learn 
and the nurse’s recognition and means of 


teaching are discussed. The responses of the 
patient to these elements of progressive pa- 
tient care are traced by the author. Bettijean 
Richter 


20. 


Sylvia J. Bruce (School of Nursing, Boston 
University), “Adolescence: Delinquent or 
Distressed,’ Nursing Outlook, 8 (1960), 499- 
501. 


The concept of distress is applied to un- 
wed mothers as girls with a need for positive, 
meaningful adult relations. The concept of 
delinquent as a moral concept related to legal 
factors is stated. Experiences and feelings 
resulting in asocial behavior are reviewed. 
The fluidity of the adolescent is regarded as 
both an advantage and disadvantage in the 
treatment of adolescents. Aspects of the role 
of the nurse are viewed. The image of the 
“nurse” as a person who cares for others 
is discussed as a precursor of a meaningful 
relationship. “‘Positive aggression” of delin- 
quent children is explored. Means of work- 
ing through such aggression in the role of 
nurse are suggested. The concepts of bodily 
integrity, fear of dependency needs and 
gratification as related to acting out are 
applied to some observed behavior patterns 
of unwed girls who were pregnant. Ways in 
which a nurse might help the delinquent 
adolescent to deal with her dependency needs 
and conflicts while disposing of aggression 
are presented. Expansion of the nursing role 
is suggested. Bettijean Richter 


21. 


William R. Dobson and Tom W. Patterson 
(Veterans Administration Hospital, Salt 
Lake City and University of Nebraska), “A 
Behavioral Evaluation of Geriatric Patients 
Living in Nursing Homes As Compared to a 
Hospitalized Group,” The Gerontologist, 1 
(1961), 135-139. 


Because of the increasing number of geri- 
atric patients in the V. A. Hospitals, the 
question of whether these patients could be 
successfully placed in local nursing homes 
was studied. The term successfully placed 
implies that patients in nursing homes would 
adjust, physically and behaviorally, as well 
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as patients who remained in the hospital set- 
ting. 


Ratings were obtained on the amount of . 


nursing care needed and the general be- 
havioral adjustment of each patient. Some 
were then placed in local nursing homes; 
another group remained in the hospital. One 
year later the two ratings were repeated on 
those patients in the two groups who had no 
interruptions for major surgery, or other 
causes requiring a change in residence. The 
two groups were comparable in terms of 
ages, diagnoses, and initial ratings. The 
change in ratings over one year, utilizing 
analysis of covariance techniques, indicated 
no significant differences between the hos- 
pital group and the nursing home group in 
terms of nursing care needed or in behav- 
ioral adjustment. Although schizophrenic 
patients adjusted as well in nursing homes 
as in the hospital, patients with a diagnosis 
of chronic brain syndrome showed greater 
decline in physical and self-care activities in 
the nursing homes than in the hospital. Of 
three nursing homes studied, no significant 
differences were found among their patients 
which could be attributed to differences in- 
herent in the nursing home treatment. With 
one exception, all nursing home patients pre- 
ferred the nursing home to the hospital, em- 
phasizing that they had more freedom and 
enjoyed a better homelike atmosphere. Re- 
search related to uncovering and studying 
the critical variables responsible for these 
attitudes is discussed, as well as the need for 
validation of these findings in other hos- 
pitals across the country to substantiate the 
hypothesis that chronic geriatric patients as 
a group adjust, physically and behaviorally, 
as adequately in nursing homes as in hos- 
pital geriatric wards. AA 


22. 


Barbara Hudziak (University of California 
Medical Center, Los Angeles), “The Nurse’s 
Role in Preventive Dentistry,” Nursing Out- 
look, 9 (1961), 80-83. 


In this first of three articles in the Febru- 
ary, 1961, issue of Nursing Outlook devoted 
to dental health, Miss Hudziak discusses the 
opportunities which nurses have to con- 


tribute knowledge, both preventive and cur- 
ative, about one of this country’s major 
health problems—dental disease. The role of 
the nurse in promoting dental health is per- 
haps a minor one when compared to that of 
the dentist and dental hygienist; yet it can 
be an important one. The two main problems 
in the United States are dental caries and 
dentofacial handicaps, and it is on these that 
the author feels the nurse might well con- 
centrate her attention. 

The nurse, particularly the school nurse, 
has a great opportunity to discuss with par- 
ents the mistakes often made in regard to 
care and loss of primary teeth; the preven- 
tive means of fluoridation; prevention and 
control of caries through adequate nutrition 
and diet; correct oral hygiene; and recom- 
mendations in regard to dentofacial handi- 
caps. In addition to parent-school nurse col- 
laboration, the author discusses the roles of 
the public health nurse, clinic or office 
nurse, maternity nurse and the general 
nurse in the hospital setting as regards their 
opportunities to contribute to dental health. 
C.W.A. 


23. 


Deward K. Grissom (Southern Illinois Uni- 
versity), “Fluoridation in Preventive Den- 
tistry, Its Implications for Public Health 
Nursing,” Nursing Outlook, 9 (1961), 84. 


The author summarizes the present use of 
artificially fluoridated water in the United 
States and of the remarkable results ob- 
tained in the reduction of caries and other 
dental problems. In addition, a survey of 
dental health practices in 1959 indicated that 
about one-third of the dentists were giving 
systematic fluorides to their child patients 
who lived in areas where the water is not 
fluoridated. 

The public health nurse, whose historic 
role is that of the continuous contact person 
in local health service programs, now finds 
herself more involved than ever in the fluor- 
ide programs in preventive dentistry. In the 
past, her role in the topical application and 
public water supply fluoridation programs 
was important. But now with the wide- 
spread use of prescription fluorides and the 
possible use of various dentrifices contain- 
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ing stannous fluoride, her role becomes not 
only increasingly more important but also 
more difficult, according to the writer. 

The author discusses several reasons why 
it is becoming more important that public 
health agencies and public health nurses, 
through inservice programs and individual 
efforts, gain a better understanding of the 
nature of fluorides and their use in preven- 
tive dentistry. C.W.A. 


24. 


Arnold Rosenberg (Yonkers, New York, 
Past President, New York State Society of 
Dentistry for Children) and Dorothy M. 
Drew (Department of Public Health, Yonk- 
ers, New York), “An Inservice Program on 
Dental Health,” Nursing Outlook, 9 (1961), 
85-87. 


The authors state that ‘all nurses, espe- 
cially public health nurses, can and should 
promote dental health. Their basic nursing 
education, however, does not provide enough 
background in the principles of dental health 
to equip them for dental health teaching.” 
As the second article in this series of papers 
on dental health in the February, 1961, issue 
of Nursing Outlook by Deward K. Grissom 
stressed, public health nurses are in a unique 
position to further the cause of dental 
health. In their role as family health teacher, 
they meet expectant mothers, infants, pre- 
school children, teenagers, and adults from 
all socio-economic and cultural backgrounds. 

Because of their felt needs, the nurses on 
the health department staff in Yonkers, New 
York, asked for an educational program on 
dental health. The need which the staff 
nurses expressed for greater understanding 
and knowledge led to the formation of a 
committee—consisting of nurses, a staff den- 
tal hygienist, a New) York Health Depart- 
ment supervising dental hygienist, and two 
staff dentists—to plan an inservice course 
on modern dental care. 

The committee prepared a course outline 
after formulating the following objectives 
for the program: (1) to stimulate interest 
in dental health and dental health education ; 
(2) to impart the knowledge of dentistry 
and dental health needed by the nurses to 


integrate dental health into total health 
teaching; (3) to assist nurses in their inter- 
pretations of problems related to dental 
care; (4) to provide skills and techniques in 
fostering better attitudes toward dental 
care; (5) to provide a better understanding 
of the preventive aspects of dental care; 
(6) to provide a better understanding of 
the economics of dental care; and (7) to 
provide practical applications of dental 
health concepts in public health nursing. 

After presenting the revised outline of the 
program, the writers discuss the highlights 
of the program as it progressed. After com- 
pletion of the course a checksheet was used 
by the staff to evaluate the program. In con- 
clusion, the authors state: “Although we 
cannot measure the full value of this in- 
service program, we have been satisfied that 
it provided what our nurses needed to de- 
velop a better understanding of the preven- 
tive aspects of dental health.”’ Further topics 
are being considered for inclusion in future 
programs and the authors envisage such a 
program being included in the curricula of 
nursing schools. C.W.A. 


25. 


Sidney Gelfand and Leonard P. Ullmann 
(Behavioral Research Laboratory, Veterans 
Administration Hospital, Palo Alto, Califor- 
nia), “Attitude Changes Associated - with 
Psychiatric Affiliation,” Nursing Research, 
10 (1961), 200-207. 


Within the past decade there has been con- 
siderable interest in developing methods for 
changing attitudes about mental illness. 
Some studies indicate that attitudes are 
more likely to be changed if the method in- 
cludes contact with the mentally ill as well 
as information through didactic instruction. 
This seems to be particularly true if the sub- 
jects already are well-informed about the 
facts of mental illness. 

The major purpose of this study was to 
measure attitudes of diploma program nurs- 
ing students about mental illness and to 
identify changes in these attitudes as a func- 
tion of the psychiatric affiliation. A second- 
ary purpose was to investigate the relation- 
ship between these attitudes and other as- 
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pects of the students behavior as measured 
by the tests regularly used in the program. 


The instrument used for measuring atti- . 


tudes was the Opinions about Mental Illness 
scale. It is composed of 51 six-point, Likert- 
type items ranging from strongly agree to 
strongly disagree. The scale was constructed 
from a pool of statements concerning the 
cause, treatment, description, and prognosis 
of severe mental illness. 

Fifty-nine student nurses were subjects 
in this study. They were juniors attending 
three of the accredited basic diploma schools 
in the San Francisco Bay area. Thirty-six 
nursing students, who participated in the 
psychiatric affiliate program at the Veter- 
ans Administration Hospital, Palo Alto, con- 
stituted the experimental group. The control 
group was composed of 23 student nurses in 
the same schools, who were scheduled for 
psychiatric affiliation at a later date, and 
who remained at their home schools and par- 
ticipated in other aspects of the nursing pro- 
grams. On the first and last days of the 
psychiatric affiliation, the experimental 
group filled out the OMI scale. On the same 
days the control group completed the ques- 
tionnaire. 

When the experimental and control groups 
were first tested they did not differ signifi- 
cantly on any of the means and standard 
deviations of the five factors studied as a 
part of the OMI scale (authoritarianism, 
unsophisticated benevolence, mental hygiene 
ideology, social restrictiveness and interper- 
sonal etiology). In the study, no specific pre- 
dictions were made about the likelihood of 
any of the five factors changing as a func- 
tion of the psychiatric nursing affiliation 
program. However, compared to the control 
group, the experimental group became sig- 
nificantly less authoritarian and socially re- 
strictive in their attitudes about mental ill- 
ness. 

Why should authoritarianism and social 
restrictiveness have changed, as opposed to 
mental hygiene ideology and interpersonal 
etiology? The authors state that the two lat- 
ter factors are the ones stressed in the for- 
mal teaching, whereas the first two seem 
more related to the atmosphere generated by 
hospital personnel. In addition, the student 
nurses changed differently than medical 


students in a previous study. 

The general hypothesis that contact with 
mental patients and increased information 
will facilitate attitude change about mental 
illness received added confirmation. How- 
ever, the conclusion is drawn that change in 
attitude about mental illness is not merely 
a matter of increasing information or pro- 
viding contacts with mental patients, but 
involves a number of factors not yet clearly 
delineated or understood. “The factors af- 
fecting attitude change and the conversion 
of these attitudes into everyday clinical 
practice needs extensive investigation.” 

C.W.A. 


26. . 


Laurie M. Gunter (Meharry Medical College, 
Nashville, Tennessee), “The Effects of Seg- 
regation on Nursing Students,” Nursing 
Outlook, 9 (1961), 74-76. 


In the desire to enrich the basic nursing 
program by including concepts of mental 
health, the faculty of Meharry Medical Col- 
lege of Nursing applied and received a grant 
from the United States Public Health Serv- 
ice for the purpose of integrating psychi- 
atric nursing and mental health principles 
into the basic curriculum. In addition, they 
were concerned about the effects segrega- 
tion in primary and secondary schools had 
on the personalities of those students who 
had received all their education in schools 
for Negroes in the South. 

To implement this program the school 
added a psychiatric nurse and a psychiatrist. 
As part of her orientation the nurse and 
project director visited a nearby university 
school of nursing to observe how the facul- 
ty utilized mental health and psychiatric 
nursing principles in their basic curriculum. 
They noticed that the students, who were all 
white in this school, had a higher degree of 
self-awareness than their students, who were 
Negro. 

From discussions with the psychiatrist 
and others it was decided that the psychi- 
atrist should give a series of lectures on 
emotional development and that, with his 
support, the students should be required to 
write extensive autobiographies to help them 
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develop self-awareness. The psychiatrist was 
to be available to discuss the students’ auto- 
biographies with them individually, though 
the content, of course, was not to be dis- 
closed to anyone else. However, the psychi- 
atrist did state that many of the students 
had had painful experiences which resulted 
in high resistance to introspection and a 
somewhat superficial approach to life, espe- 
cially learning. From tests and interviews 


with other members of the faculty the fol- | 


lowing findings were reached: (1) a pre- 
dominant lack of self-awareness and prob- 
ably lowered self-esteem seemed to be gen- 
eral throughout the student body; (2) 
knowledge acquired in classes was compart- 
mentalized and the students made little ef- 
fort to apply it in terms of their daily living; 
and (3) the students’ responses in regard to 


teacher-student relationships, academic 
grades, teacher evaluations and self-concepts 
were considerably different from the stu- 
dents in the nearby university school of 
nursing. Other unfavorable comparisons 
were also shown to exist for the Negro stu- 
dents as related to the white students. 

The author concludes from these studies 
that the way these students see themselves 
reflects, in part, their experiences in a seg- 
regated society where their ancestors’ life 
chances have been restricted because of skin 
color, where they have obtained negative 
self-concepts from the people around them, 
and where thinking and learning have been 
discouraged since they would lead to con- 
flict and pain. These self-feelings contribute 
to academic failures and lowered levels of 
aspiration. C.W.A. 


A REVIEW ARTICLE 


SEMINARIO DE FORMACION PROFESIONAL MEDICA: 
ENGLISH SUMMARY 


Colegio Médico 
Universidad de Concepcién 


EDITORIAL NOTE 


The Journal of Health and Human Behavior has 
intercultural and international communication in 
all areas of its interests as an important aim. 
Hence, we are glad to include an article reviewing 
the problems of health and the healing arts and sci- 
ences in the Chilean social context in this issue, par- 
ticularly since Dr. Mark Field’s article on public 
and private medicine, also included, makes the ap- 
pearance of this review even more timely. Surely, 
we need to know more about medicine in its cultural 
contexts all around the world in as diverse situa- 
tions as possible. 

This report is editorially arranged, abridged, and 
revised; but it attempts to carry the meaning of its 
original authors faithfully. Any additional informa- 
tion about the original statement or the sources 
of its translation into English may be obtained 
from Dr. Salvador Diaz, Colegio Médico, Depart- 
mento de Salud, Esmeralda 678, Santiago, Chile. 


Universidad de Chile 
Universidad Catélica 


Servicio Nacional de Salud 


Under the sponsorship of the University 
of Chile, a Seminar of Professional Medical 
Training was carried out in September, 1960. 
The objective of this Seminar was to discuss 
broadly, the factors involved in this train- 
ing. 

Those who participated in this Seminar 
were the representatives of the Faculties of 
Medicine of the University of Chile, Univer- 
sity of Concepcién and Catholic University 
of Chile, of the National Service of Health 
and the Medical Association. The basic doc- 
uments distributed as background material 
were prepared by some of the participants 
and by the Institutes of Sociology and Econ- 
omy of the University of Chile and by the 
Latin American Center of Demography. 

The total preparation of the Seminar was 
the job of a committee—designed by the 
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sponsoring institutions, and integrated by 
their own representatives. The committee 


aproved a program which aimed to: (1) ob- . 


tain a knowledge of the social environment 
of Chile, of its medical institutions and their 
relationship with the work of the profession- 
als, and the directions in which medical edu- 
cation is heading; (2) make an analysis and 
discuss the information obtained; and (3) 
state recommendations on medical education 
and future plans of work. 

In the seminar, three subjects were dis- 
cussed: (1) the international and national 
opinion on the objectives of medicine, the 
aims of medical education, and the role of 
medical doctors; (2) the medicine, the medi- 
cal doctors, and the social, economic and cul- 
tural reality of the country; and (3) the es- 
tablishment of basic recommendations for 
medical training: objectives, methodological 
trends, and programs. 

Each subject was introduced by an in- 
forming delegate in a public joint session. 
As a second step, the four groups met to 
discuss the subject. . . . To make the ex- 
change of opinions easier, the chairman... 
directed the discussions on the basis of a 
questionnaire which served as a guide, and 
which was made known to the participants 
prior to the date of the Seminar, which took 
place on September 20-24 at the Médico 
Colegio. Dr. Salvador Diaz acted as Execu- 
tive Secretary. 

Five works served as part of the basic 
information for the Seminar: Dr. Hugo 
Behm’s Medical Education, Synthesis of the 
National and International Bibliography; 
Drs. Hernan Urztia y Francisco Mardones, 
Social Condition in Chile and Its Relation to 
Problems of Health; Professor Joseph Griin- 
wald (Institute of Economy of the Univer- 
sity of Chile), Medical Expenditures in 
Chile, Calculation and Analysis; Mr. Julio 
Morales V (Latin American Center of Dem- 
ography, University of Chile and United Na- 
tions), Training of Medical Doctors and As- 
sistant Medical Personnel in Chile: Back- 
grounds, Problems, and Expectations; and 
Professor Orlando Septilveda (Institute of 
Sociology of the University of Chile), Some 
Problems of Health in the Metropolitan Area 
of Santiago. 


SUMMARIES 


A series of summaries were prepared by 
various participants in the Seminar, three of 
which follow in part. These concern: (1) 
medicine in the Chilean social context; (2) 
public and private sectors of medical ex- 
penditures; and (3) health problems in the 
metropolitan area of Santiago. 


MEDICINE IN THE SOCIAL CONTEXT 


Writing under the title, ““Medicine, Physi- 
cians, and the Socio-Economic and Cultural 
Reality of the Country,” Professors Hernan 
Urzta and F. Mardones say, in part: 

“In order to understand the medical real- 
ity of a country and to study its future per- 
spectives, we must take into account several 
factors, among which the three most impor- 
tant are: (1) the physical, economic, and 
social environment in which medical activi- 
ties are carried out; (2) the medical institu- 
tions .. . and resources with which the pro- 
fessionals and technicians of medicine per- 
form actions that tend to promote, protect, 
and help to recover health; and (3) mortal- 
ity tromds..... .” 


Physical, Economic, and Social Environment 


Chile, as a country, has a young popula- 
tion. Its rate of growth is 2.4 per cent year- 
ly, its birth rate is 38.6, and 38.5 per cent 
of its population is under 15 years old... . 
Twenty cities contain 53.5 per cent of the 
population. The rest live in places under 
5,000 in population. The urban population 
is about 60 per cent of the total. Though the 
standard of living is low for the population 
in general, it is much lower for the rural 
than for the urban zones, especially in sani- 
tation, education, and income. Seventy-one 
per cent of the urban homes have running 
water, and 55 per cent have toilets connected 
with the public sewage system. In rural 
areas, these percentages are 18.5 and 3.5 
per cent respectively. The housing shortage 
is acute, particularly in the rural areas. 
There is an average of 1.5 persons per room 
in the cities and 2.1 in the country. 

There are a few large farms and many 
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small farms in Chile: 1.4 per cent of the 
farms include 68.2 per cent of the farming 
area, while 64 per cent of the farms have 
less than twenty hectares. Such a situation 
limits the production of food. Chile imports 
$100,000,000 worth of meat, wheat, fat, but- 
ter, sugar, and oil annually. 


The per capita annual income of economi- 
cally active persons in Chile is $350. The 
distribution of the national income is un- 
even: 9 per cent of the workers receive 43 
per cent of the income and, conversely, 91 
per cent of the workers receive 57 per cent 
of the income. 


The educational level has improved. IIlit- 
eracy went down from 25.6 per cent in 1930 
to 19 per cent in 1959, but there are still 
480,000 children of school age who are not 
in school, and there is great absenteeism 
among those who are enrolled. These are 
some of the socioeconomic realities that mag- 
nify the dimensions of the medical problem. 


Medical Institutions and Personnel 


Chilean medicine has been “socialized” 
since 1924, the date on which the “Caja de 
Segro Obligatorio” (Department of Social 
Insurance) was created. Now, about two- 
thirds of Chileans are cared for by public 
or semipublic medical services. The National 
Service of Health was created in 1952; and, 
by order of law, it must grant free service 
in the preventive and healing aspects of 
medicine, as well as in dental service, to the 
insured person, his wife, and his children 
under 15 years of age. This program reaches 
about 60 per cent of the population for heal- 
ing services and all of the population for pre- 
ventive services. 

Of the 45,500 hospital beds in Chile, the 
National Health Service furnishes 33,456 
beds, which are 78.5 per cent occupied, with 
an average stay of 14.2 days. A total of 
550,000 are discharged from hospitals every 
year. In 1959, 6,700,000 people called for 
medical consultation in out-patient depart- 
ments. One-half of these were children and 
expectant mothers. The dental service per- 
formed 1,000,000 extractions, 250,000 fill- 
ings, and 600,000 other services. 


Mortality Trends 


In 1936, the life expectancy was 40.6 
years; in 1960, 56 years. This increase is 
mainly due to the decrease in infant mor- 
tality, which went down from 250 per 1,000 
in 1936 to 118 per 1,000 live births in 1959, 
and the reduction of mortality produced by 
infectious diseases, including tuberculosis. 
General mortality went down from 24.1 per 
1,000 inhabitants in 1930 to 12.5 in 1959. 


Personnel and Perspectives 


The studies made by Mr. Julio Morales, 
Dr. Benjamin Viel, and Dr. Gustavo Illanes 
establish that. the country has around 4,200 
active physicians for a population of 7,500- 
000 people: one medical doctor per 1,623 per- 
sons. ... Out of the 4,200 physicians, 2,766 
live in Santiago, in which there is one doc- 
tor for every 794 persons; but, elsewhere, 
the rate is very low. 

Most countries have one or two nurses per 
medical doctor, and some have four; but, in 
Chile there are three medical doctors per 
nurse. Presently, around 40 mid-wives grad- 
uate each year, but there are only 800 mid- 
wives in the nation, while 2,800 are needed. 
An enlarged perspective calls for much more 
training of personnel. 


Conclusion of Summary One 


Medicine may now be characterized in 
Chile as follows: 

1. It is “socialized” medicine. 

2. Physicians perform duties as function- 
aries of the state, with full time or partial 
schedule. 

3. Medicine is preferentially out-patient 
clinic. 

4. It is very expensive, and it makes use 
of great economic and human resources, 
which are administered mainly by physi- 
cians. 

5. Due to the increasing demand for medi- 
cal attention, there is a deficit of medical 
personnel and assistant medical personnel. 
This problem will be getting more and more 
serious with the rapid increase of popula- 
tion that the country presents. 

6. The social, economic, and cultural con- 


_ ditions of the country hinder the solution of 
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some of its medical problems in spite of the 
technical progress of medicine. Therefore, 


in order to expect better results, it is neces- | 


sary to have a parallel economic development 
of the country which will raise the standard 
of life and which will permit a greater in- 
vestment for the preparation and mainte- 
nance of personnel and for the enlargement 
of medical equipment. 


PUBLIC AND PRIVATE EXPENDITURES 
FOR MEDICINE 


In his summary of “Medical Expenditures 
in Chile: Public and Private Sectors,” Pro- 
fessor Joseph Griinwald shows the great pre- 
dominance of services fulfilled by the public 
sector. In the expenditures of this sector, 
the important items are for disease, mater- 
nity care, preventive medicine, and medica- 
ments. The national public and private medi- 
cal expenditure increased at least by 90 per 
cent from 1945 to 1958, mainly as a conse- 
quence of an increase of 166 per cent in the 
national appropriation for medical care. The 
expense of covering the political-administra- 
tive functions increased to the detriment of 
the social and cultural functions after 1953, 
but was restored to its original proportions 
in 1958. 

With regard to medical training in the 
period 1956-1959, a greater number of doc- 
tors was graduated yearly, on an average, 
than the minimum needed to maintain the 
doctor-inhabitant ratio. In the last five 
years, the number of doctors graduated year- 
ly has remained constant. If this regularity 
persists in the future, the number of gradu- 
ates would lose its present relative impor- 
tance within a population which is growing, 
and which has a low ratio of doctors to in- 
habitants: 5.99 to each 10,000 persons. 

An international comparison shows that 
countries with a greater national income per 
capita allotted less money proportionally 
for medical expenditures than countries with 
smaller incomes. Chile falls within this rule; 
nevertheless, within the country, those areas 
with a higher income also spent larger 
amounts on health. 

The per capita expenditure on health in 
Chile is less than that of other countries 


with a lower mortality index. All of this 
suggests the need for more expenditures in 
this field. However, the international exper- 
ience does not seem to indicate that a greater 
medical expenditure is a factor in reducing 
the mortality index. Therefore, it is impor- 
tant to make a concrete evaluation of the 
effects on mortality and morbidity of dif- 
ferent programs, not only sanitary, but also 
housing, education, nutrition, et cetera, in 
order to utilize efficiently the resources of 
the community to raise the standard of liv- 
ing of the population. 


SOME HEALTH PROBLEMS IN THE 
METROPOLITAN AREA OF SANTIAGO, CHILE 


Dr. Orlando Septlveda prepared this sum- 
mary, much of which remains as he wrote it 
in what follows. 

The development of the social sciences has 
brought with it a marked interest in the socio- 
logical approach to health problems. This has 
manifested itself in studies of large human 
groups for the purpose of determining those 
sociopsychological factors present in society 
which have some degree of influence on 
health matters. 

Since sociological research in our country 
is conditioned, to a certain extent, by the 
fact that it is in its early stages, we lack ade- 
quate instruments for analysis and appro- 
priate theoretic knowledge to study our own 
problems. Therefore, we felt that research in 
the area of health should begin with a basic 
descriptive character which would allow us 
to gather fundamental data about its most 
important aspects and problems. This type 
of work will facilitate later, more complete, 
studies with the formulation of hypotheses 
that make explicit the specific social aspects 
present in questions of health. 

This report summarizes the first results 
of a survey initiated at the beginning of 
January, 1960, in the metropolitan area of 
Santiago. This survey is part of a research 
program to obtain information about the 
health problems affecting the community un- 
der study. The survey was sponsored by the 
Medical Association of Chile (Colegio Méd- 
ico de Chile), the National Health Service 
(Servicio Nacional de Salud), and the School 
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of Medicine (Facultad de Medicina) and In- 
stitute of Sociology (Instituto de Sociologia) 
of the University of Chile. The Medical As- 
sociation appropriated funds for its execu- 
tion. 


Methodology 


The methodology of this survey can be 
summed up in three points: (a) The Study 
Unit; (b) The Sample; and (c) The Sched- 
ule. 

The family was chosen as a study unit 
because of its fundamental molding function 
on the psychosocial aspects of its compon- 
ents and the relationship of interdependence 
between the family and health. Using the 
family as a unit permitted us, moreover, to 
employ its characteristics (size, composition, 
occupational aspects, economic condition) as 
variables of analysis in the different topics 
under consideration. A working definition 
was based on the bonds of kinship or mar- 
riage of all persons occupying a common 
dwelling, including unrelated persons. 

The source of information for this study 
consisted of an area sample existing at the 
Institute of Sociology and considered repre- 
sentative of all households and family units 
in the urban sectors of the Metropolitan 
Santiago. From this sample containing 14,- 
483 registered dwellings, a subsample of 
5 per cent, consisting of 721 dwellings, was 
selected from a table of random numbers. 
Ninety-one per cent of the selected cases in 
this subsample were interviewed: 3.6 per 
cent refused an interview, 4.6 per cent con- 
stituted the usual loss in a sample area, and 
a little over 1 per cent could not be inter- 
viewed for other reasons. The 650 families 
interviewed make up a total of 3,546 indi- 
viduals. The results of this preliminary re- 
port refer to this figure. 

Two schedules were made up. The princi- 
pal form concerned the members of the fam- 
ily, to be answered by the housewife. The 
second form was designed for the domestic 
servant living in the house, if any. The first 
schedule covered the following fundamental 
aspects: family structure; labor force, socio- 
economic aspects; morbidity and accidents; 
opinions on medical care received in out- 
patient departments and hospitals; medical 


care during pregnancy and confinement; in- 
fant mortality; dental care; public receptiv- 
ity to the National Health Service smallpox 
vaccination campaign of 1959; and the num- 
ber of domestic animals living in the house- 
holds. 

Data obtained referred to the year preced- 
ing the inquiry, i.e., 1959. This report in- 
cludes only a summary of the aspects of 
morbidity, accidents, and public opinion on 
medical care. 


A Synthesis of the Most Important Results 
of the Inquiry 


In considering morbidity, we studied 650 
families, of which number 495 had at least 
one member ill during 1959. About one-third 
of the 3,546 individuals comprising these 
families were subject to some form of mor- 
bidity during this period. 

The majority of ailments affecting those 
who were sick belong to the “respiratory 
tract” group (46.2 per cent) ; next in order 
of importance are “infectious and parasitic” 
disease (18.7 per cent), and those of the 
“digestive tract” (10.6 per cent). 

Almost twenty-seven per cent of all indi- 
viduals subject to morbidity during the pre- 
vious year did not receive professional medi- 
cal care. The majority of these people were 
subject to minor complaints, classified as 
“respiratory tract” ailments, especially in- 
fluenza. 

The expenditure on medicine and medical 
care for the families studied range between 
one escudo and 1,500 escudos. The median 
value of this distribution shows that 50 per 
cent of the families spent less than 20 es- 
cudos during the year. 

Seventy-seven per cent of the 495 families 
with morbidity among its members were cov- 
ered by social security ; consequently, almost 
one-fifth of the total did not have social 
security. The majority of the former group 
belonged to one of the following services: 
for workers (Servicio de Seguro Social), for 
public employees and journalists (Caja de 
Empleados Publicos y Periodistas), or for 
private employees (Caja de Empleados Par- 
ticulares). 

The families made an average of 13.2 vis- 
its to the doctor during 1959; 50 per cent 
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of the families made no more than 6 visits. 
About one-half of the families with ailing 


members received medical attention from the . 


National Health Service (45.1 per cent) ; 
12.8 per cent were attended by doctors in the 
different Social Security medical services; 
36.8 per cent were taken care of by private 
physicians. A small number resorted to peo- 
ple outside the medical profession, especially 
pharmacists. 

Accidents affected 15.8 per cent of the 
650 families studied, and 3.2 per cent of the 
3,546 individuals included in the sample. 

Traffic accidents are the most frequent 
type, accounting for one-third of the casual- 
ties. Accidents while at work and home acci- 
dents follow in order of importance, with 
25.9 per cent and 25 per cent respectively. 

A similar proportion of men and women 
were involved in traffic accidents in 1959. 
Accidents while at work were more preva- 
lent among the male population and home 
accidents among the women. 

The highest proportion of accidents oc- 
curred among adults between 25 and 34 
years of age (22.3 per cent); and minors 
from 5 to 14 years of age (19.6 per cent). 

The majority of people involved in acci- 
dents received medical attention (83 per 
cent). One fifth of the total were hospital- 
ized. They resorted principally to the hos- 
pitals and emergency services of the Nation- 
al Health Service. 

Wage earners affected by accidents lost 
an average of 31.5 work days in 1959. One- 
half of these lost at least 15 work days dur- 
ing the year. Traffic accidents are the prin- 
cipal cause for absenteeism. 

On public opinion about medical services, 
Dr. Sepulveda concludes that: 

The majority of the families (82.7 per 
cent) receiving medical care in the different 
establishments of the National Health Serv- 
ice during 1959 gave favorable opinions on 
the attention received. 


Among the 208 families expressing their 
opinions, there were 57 with one or more 
members hospitalized during 1959. They 
were attended in hospitals, out-patient de- 
partments, infant-maternity clinics, and 
emergency posts. Favorable opinions are 
based first on the interest and considera- 
tion shown by the medical personnel to the 
patient; and, second, on the quality of the 
diagnosis and treatment of the diseases. 

Negative opinions are directed toward de- 
ficiencies in diagnosis and treatment of dis- 
eases and the poor quality of medical atten- 
tion with respect to promptness or speed. 

Answers to the question asking which 
characteristics in physicians themselves pro- 
duced the most satisfaction, or dissatisfac- 
tion, indicate that patients are most grati- 
fied by polite treatment. Next in order of 
importance come efficiency in diagnosing the 
disease, interest in the patients, and a hu- 
manitarian attitude. Most disfavorable com- 
ments centered on the opposite: brusque- 
ness and a lack of kindness and delicacy to- 
ward patients. Additional negative aspects 
were a lack of interest in the patients and 
their cases, inaccurate diagnosis, and inef- 
fectual treatment. 

In summary, the opinions cited in evaluat- 
ing the medical care of the National Health 
Service and the physicians as individuals 
were mainly concerned with the doctor-pa- 
tient relationship. 


OTHER SUMMARIES 


Other informative summaries include one 
by Mr. Julio Morales on the “Training of 
Medical Doctors and Assistant Medical Per- 
sonnel” and a “Final Report of the Semi- 
nar. ... Those given, however, are suffici- 
ent to indicate the extent to which readers 
in other countries should be interested in 
understanding the problems presented by 
this research and seminar group in Chile. 


BOOK REVIEWS 


Medicine and Society in America, 1660- 
1860. By Richard Harrison Shryock. New 
York: New York University Press, 1960. 
182 pp. $4.00. 


The four essays which constitute this book 
were originally delivered as the Anson G. 
Phelps Lectures at New York University in 
1959. They do not attempt to be a systematic 











BOOK REVIEWS 309 


history of medicine, but, rather, ‘“‘a brief 
interpretation of medical developments dur- 
ing the first two centuries of American ex- 
perience.” This goal, and more, has been 
achieved masterfully. The essays not only 
define clearly the main problems of Ameri- 
can medical history in the 18th and 19th 
centuries, but the author also manages to 
pack into each of them—in view of the limited 
space—an incredible amount of information 
relevant to the problems. This information, 
carefully sifted and beautifully presented, 
almost amounts to a systematic survey of all 
that is known about the subject under dis- 
cussion. 

The first essay, “Origins of a Medical 
Profession,” is an examplary account of 18th 
century attempts to transplant the institu- 
tions of British and Scottish medicine to 
America. The Pennsylvania Hospital, found- 
ed in 1751, and other hospitals founded 
somewhat later, were modeled on the great 
London voluntary hospitals. The medical 
faculties of the eastern colleges followed 
the patterns of Edinburgh University. There 
were private lecture courses given by out- 
standing physicians, as in London. And 
there were attempts by medical societies to 
obtain corporate privileges of licensure like 
those enjoyed by the English medical cor- 
porations. 

British arrangements (except perhaps the 
organization of voluntary hospitals) were 
never generally accepted in America. Profes- 
sor Shryock is inclined to think that the rea- 
son was the relative social and cultural back- 
wardness of the colonies and the young na- 
tion. High class physicians did not often 
migrate to America, and the endeavors of 
British-trained Americans upon their return 
home to emulate the more refined British 
practice were not sufficiently appreciated 
in the provincial American atmosphere. 

This reviewer prefers other explanations 
(also referred to by Professor Shryock, but 
emphasized mainly in a different context). 
After all, other British colonies and English 
provincial towns, no less backward than 
America, eventually accepted the institu- 
tional patterns of London medicine. Perhaps, 
the explanation of the resistance to those 
patterns in America may lie in the emer- 
gence of an equalitarian ideology just about 


% 


at the time when the propagation of the 
English pattern by the “elite” physicians 
in the eastern cities started. This ideology 
recoiled from the emphasis of class distinc- 
tion so prominent in the organization of the 
English medical profession. Furthermore, 
one wonders whether the author’s apparent 
sympathy with these attempts at transplant- 
ing London medical patterns to Philadelphia 
are really justified. The views of Morgan, 
the main initiatior of these plans, about the 
desirability of a guildlike monopoly for the 
physicians, and his attribution of superior 
status to the physician, who should not be 
“obliged to handle a knife” seem medieval 
rather than “almost prophetic.” Thus, while 
Professor Shryock is inclined to see these 
early attempts at organization of the Amer- 
ican medical profession as anticipations of 
the reforms which started at the end of the 
19th century, the reviewer tends to interpret 
them as belated efforts at transplanting out- 
dated institutional patterns which would not 
have improved matters in the short run, and 
might have interfered with useful innova- 
tions at the time of reform. But it has to be 
emphasized that the facts upon which this 
viewpoint is based—except the reference to 
other British colonies—are all contained in 
Professor Shryocks’ essay. 

The themes of the second and third essays, 
“Medical Thought and Practice, 1660-1820,” 
and “Health and Disease, 1660-1820,” are 
more specifically medical than sociological. 
“Medical Thought and Practice” is an excel- 
lent discussion of the strange medical views 
and theories that prevailed in the Western 
World during the 17th and 18th centuries. 
The account of these theories in most his- 
tories of medicine is confusing and bewilder- 
ing, since the reader cannot see any progress. 
Shryock succeeds in creating sense out of 
confusion by showing in detail (and not 
only pointing out in general) that all these 
vagaries of medical thinking were but ex- 
plorations of the “limitations of speculative 
rationalism on the one hand and of rigid 
Baconian empiricism on the other.” 

“Health and Disease” is a piece of social 
history. It describes the great epidemics of 
yellow fever and small-pox, which were a 
nightmare to the people, and the various en- 
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demic diseases which frightened people less, 
but killed even more of them than the epi- 


demics. It tells the story of the erratic fight- - 


ing of these diseases in a time when their 
nature was either not understood or mis- 
understood. Incidentally, we obtain interest- 
ing information on sanitary conditions in the 
cities, birth rates and mortality, care of chil- 
dren, clothing and food habits, living condi- 
tions and customs of hygiene. Overheating 
the rooms in the winter turns out to be an 
old American tradition, but outdoor sports 
and personal cleanliness are not. 

The last chapter, “Medicine and Society 
in Transition, 1820-1860,” attempts to sur- 
vey for this latter period all the themes 
dealt with in the preceding three chapters 
for 1660-1820. One of the most interesting 
questions concerning this period is the ne- 
glect in the United States of medical, or 
other scientific, research. Apparently, there 
was little interest in pure science (medical 
research at that time was mainly theoreti- 
cal), a fact which has been pointed out by 
de Tocqueville and others, and explained by 
them as a result of the equalitarian practi- 
cality of the Americans. Shryock accepts 
this explanation, and he points out that, in- 
deed, the most significant American dis- 
coveries at the time were made in surgery 
and dentistry, and rarely in such basic fields 
as pathology or physiology. 

The author offers important correctives 
to the prevailing view that this was an age 
of professional decline. He shows that there 
had been a constant improvement in medical 
erudition and in practice, and makes the 
very interesting suggestion that this latter 
might have been due to the competition of 
the homeopaths. The competition of the 
much maligned proprietary schools, too, 
seems to have been less detrimental to medi- 
cal education than is usually assumed. Bad 
money had not driven out good money, and, 
in the forties, there started to emerge hos- 
pital medical schools, some of which attained 
relatively high standards by the sixties. 
There is evidence, also, from the related field 
of pharmacy that the standards were not set 
by the poorer schools. The introduction of 
academic training in the subject at the Uni- 


versity of Michigan in 1868 compelled the 
traditional colleges to raise their standards, 
and not vice versa. 

It is, therefore, somewhat surprising that 
Professor Shyrock, nevertheless, quotes the 
usual arguments about the damage done to 
medical research and education by the low 
status of the profession, and the competition 
of quacks and proprietary schools of medi- 
cine. It seems, rather, that medical research 
did not thrive in the United States for the 
same reasons that scientific research in gen- 
eral did not thrive, namely, because matters 
of purely theoretical importance and the tra- 
ditional atmosphere and social structure of 
the European academic institutions were not 
acceptable to nineteenth century America. 
Both science and scientific institutions had 
to change in many ways before they could 
be absorbed in the new society. It is cer- 
tainly difficult to connect the lack of scien- 
tific research in general with the status of 
the medical profession. There is no evidence 
from international comparisons, or compar- 
isons with other fields of science, that there 
exists a positive relationship between the 
state of scientific research and the status of 
the profession which applies that science. As 
to the argument that competition depressed 
the standards of medical education, this 
seems to have been the case only as long as 
better education did not lead to better medi- 
cal practice anyway. Thus, the facts pre- 
sented by the author seem to suggest a more 
thoroughgoing revision than the author is 
willing to undertake of what might be called 
the official view of the history of American 
medicine in this period (according to which 
the lack of licensure and regulation de- 
pressed the standards of medical practice 
and science). But the reviewer has to em- 
phasize, however, that the facts upon which 
such a different view can be based are near- 
ly all presented by the author himself. 

This is an excellent book, which should be 
read by everyone interested in the history 
and sociology of science, or of the profes- 
sions. Joseph Ben-David 
The Eliezer Kaplan School of 
Economics and Social Sciences, 

Hebrew University, Jerusalem, Israel 
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LETTER TO SUBSCRIBERS AND OTHER FRIENDS OF THE 
JOURNAL OF HEALTH AND HUMAN BEHAVIOR | 


This issue of the Journal completes our second year of publication. 
Many have already renewed their subscriptions without waiting for a 
request for renewal. This confidence in the Journal is greatly appreci- 
ated. We have received many heartening letters from many parts of the 
world. We are trying to do something which is very unusual—launch a 
Journal, without a captive sublist, that will stand completely on its 
merits. The identity we seek is one of common interdisciplinary interests. 
We urge every person who wishes for the growth of the Journal of 
Health and Human Behavior to join us in inviting many new subscribers 
for 1962 and the years ahead. IF YOU HAVE NOT RENEWED YOUR 
SUBSCRIPTION, RENEW IT NOW. ALSO, TELL OTHERS ABOUT 


IT. Sample copies will be available for distribution on your request. 


This issue takes the place of the one scheduled for the Winter. The 
Spring issue, which will be out not later than the first of April, will be 
edited by George G. Reader, M.D., of the New York Hospital-Cornell 
Medical Center. The special emphasis of the Spring Number will be on 


medical care. 





